THE 

NUMBER 3 


AMERICAN 
PSYCHIATRIC 


_ ASSOCIATION 


* 
~ 
‘ 
; 
. 
‘he 
. 


i 
‘ 
ty 
: 
t 
2 
: 
v4 
‘ 
: 
: 
4 
: 
i 
: 


THE AMERICAN 
JOURNAL OF PSYCHIATRY 


VOLUME 110 SEPTEMBER, 1953 No. 3 


EDITOR 
CLARENCE B. Farrar, M.D., 216 St. Clair Avenue West, Toronto 5, Ont. 


BUSINESS MANAGER 


AusTIN M. Davis, PH.B., 1270 Avenue of The Americas, New York 20, New York 


ASSOCIATE EDITORS 
WILLIAM Rusu DunrTon, Jr., M.D. Kart M. Bowman, M.D. 
FRANKLIN G. Esaucu, M.D. THEOPHILE RAPHAEL, M.D. 
STANLEY Coss, M.D. WaLtTerR L. Treapway, M.D. 
Wituiam C, Sanpy, M.D. Joun C. WuitTenorn, M.D. 
S. Sparrorp AcCKERLYy, M.D. CLARENCE P. Opernporr, M.D. 
Leo KANNER, M.D. Lawson G. Lowrey, M.D. 


EDITORIAL ASSISTANT 
SHEILA M. Fotey, B.A. 


FORMER EDITORS, 1844-1931 
AMARIAH Bricuam, M.D., Founder, 1844-1849 
T. Romeyn Beck, M.D. Joun P. Gray, M.D. G. ALper BLumer, M.D. 
RicHarp Dewey, M.D. Henry M. Hurp, M.D. Epwarp N. Brusu, M.D. 


Published by 
THE AMERICAN PSYCHIATRIC ASSOCIATION 


1601 Eptson HicHway, BALTIMORE 13, Mp. 


c 
a 
« 
hy 
' 
: 
: 


AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read however can be published in the JourNaL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of the American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer’s costs of reproducing illustrative 
material. Copy for illustrations cannot be accepted unless properly prepared for reproduction. 
Wherever possible, drawings and charts should be made with India ink for photographic 
reproduction as zinc etchings. Photographs for halftone reproduction should be glossy 
prints. Illustrations should be as small as possible without sacrificing important detail. 
Redrawing or preparing illustrations to make them suitable for photographic reproduction 
will be charged to author. 


Author’s Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—tTables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style: 


1. Vander Veer, A. H., and Reese, H. H. Treatment of schizophrenia with insulin shock. 
Am. J. Fsychiat., 95: 271, Sept. 1938. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly the American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues $1.25. 

Copyright 1953 by The American Psychiatric Association. 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the postoffice at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3. 1918. 


A 
| 
ta 
f 3 
2 
| 
{ 
i 
it 
Be. 
©: 


SEPTEMBER CONTENTS 


THE GROWING SCIENCE OF MENTAL HospirAL ADMINISTRATION. Crawford N. Bagans.... 


EpUCATIONAL ACTIVITIES IN MENTAL HospITALs: 
I. Who Shall Be Taught? Addison M. Duval.... 
II. What Shall Be Taught—Designed Occupational Therapy for the Psychiatric Team. 
Doris Liston Taggart 
III. How Shall It Be Taught? Karl M. Bowman..... 


THE SELECTION OF PATIENTS FoR RESEARCH. Nathan S. 
Tenney, George T. Nicolaou, and Benjamin Malsberg... 


RECENT TRENDS IN ApHAsiIc Researcu. Esti D. Freud 
WitcH-FEAR AMONG THE AtviLik Eskimos. Edmund S. Carpenter 
Tue “Base LIne” oF SCHIZOPHRENIA. Part 1. The Visual Phenomena. J. R. Smythies... 
RESEARCH ABSTRACTS: 
An Oximetric Analysis of Emotion and the Differential Planes of Awareness Seen in 
Hypnosis. John W’. Lovett Doust . 


Behavior Patterns, Reading Disabilities, and EEG Findings. Taylor Statten 
Psychophysiological Basis of Medical Practice. Sydney G. Margolin 


CORRESPONDENCE 


PROCEEDINGS OF THE AMERICAN PsyCHIATRIC ASSOCIATION : 
The One Hundredth and Ninth Annual Meeting, Los Angeles, California, 1953 
List of Deceased Members as Read at the 1953 Annual Meeting 
Summary of Meetings of Council and Executive Committee, May 1952 to May 1053... 
Report of Treasurer for Year Ending March 31, 1053 
Report of the Budget Committee 
Report of American Board of Psychiatry and Neurology, Inc 


COMMENT: 


NEWS AND NOTES: 

Festschrift for Proiessor Klaesi, 234. Dr. Felix Honored, 234. Retirement of 
Strecker, 234. Dr. Appel Chief of Psychiatry at University of Pennsylvania, 234. 
Revista de Psiquiatria y Psicologia Medica de Europa y America Latinas, 234. Acta 
Psychotherapeutica Psychosomatica et Orthopaedagogica, 235. Functions and Quali- 
fications of Psychiatric Nurses, 235. Fifth Mental Hospital Institute, 235. Institute of 
Psychiatric Treatment, 235. American Psychosomatic Society Meeting, 236. American 
Occupational Therapy Association, 236. National Association for Music Therapy, 236. 
International Congress for Psychotherapy, 236. Roffey Park Institute Graduate Course, 
236. Japanese Association for Psychiatry and Neurology, 237. Congress of Electro- 
encephalography and Clinical Neurophysiology, 237. Canadian Psychiatric Associa- 
tion, 237. 


300K REVIEWS: 
The Sensations: Their Functions, Processes and Mechanisms. 
Psychiatry and Medicine. Leslie A. Osborne 
Office Psychiatrv. Louis G. Moench.. : 239 
Psychiatry in G.ueral Practice. C. A. H. Watts and B. M. Watts...........ccceececees 239 
The Drawing-Completion Test. G. Marian Klinget 240 
Of God, the Devil, and the Jews. Dagobert D. Runes.........ccccccccccccusccceccscece 240 


i 
on 
1953 
I. 
167 
171 
175 
Kline, Ashton M. a 
186 
194 
200 
205 
209 
4 
28 
2209 
23° 
SpECIAL ANNOUNCEMENT. 1054 Program 233 
I 


THE AMERICAN PSYCHIATRIC ASSOCIATION 


OFFICERS 1953-1954 


President-Elect: ArtHurR P. Noyes, M. D. 
Treasurer: Howarp W. Porter, M. D. 


President: KENNETH E. Appet, M.D. 
Secretary: R. Fintey GAy te, Jr., 


COUNCILLORS 


For 2 years 
Henry A. Davinson, M.D. 
Francis J. Gerty, M.D. 
FrANK F. TAttman, M.D. 
Leo H. Bartemetrr, M.D. 


For 1 year 
Frank J. Curran, M.D. 
B. TErRHUNE, 
Joun C. Wuirtenorn, M.D. 
Wa tter E. Barton, M.D. 


For 3 years 
D. Ewen CAmeEron, M.D. 
S. SpArrorp AcKERLY, M.D. 
Maurice Levine, M.D. 
Paut L. ScHroeper, M. D. 


EXECUTIVE COMMITTEE 


KENNETH E. Appet, M. D. Howarp W. Porter, M. D. 


ArTHUR P. Noyes, M. D. Francis J. Gerty, M.D. 
R. Frntey M.D. WALTER E. Barton, M.D. 


MEDICAL DIRECTOR 
Daniet Bratn, M.D., 1785 Massachusetts Avenue, N. W., Washington 6, D. C. 


EXECUTIVE ASSISTANT 


Austin M. Davies, Pu. B., 1270 Avenue of the Americas, New York 20, N. Y. 


CHAIRMEN OF COMMITTEES 


ANNUAL COMMITTEES 


Arrangements 
Epwin Chairman 
Marcaret GiLpea, Chairman, 
Ladies Committee 


Nominating 
Henry Brosin, Chairman 


STANDING COMMITTEES 
(Internal Activities of Association) 
Budget 

Rosert H. 
Constitution and By-Laws 

Morris HERMAN 
Ethics 

Watter P. GARDNER 


Membership 
HERBERT S. GASKILL 


Program 
Davin A. YouNG 


Resolutions 
Ivan C. BERLIEN 


STANDING COMMITTEES 
(Technical Aspects) 


Child Psychiatry 
MARGARET GILDEA 


History of Psychiatry 
GREGORY ZILBOORG 
Medical Education 
THEODORE 
Medical Rehabilitation 
BENJAMIN SIMON 
Public Health 
Pau. V. LEMKAuU 
Research 
Jacques GoTTLiEB 


Therapy 
Hocu 


STANDING COMMITTEES 
(Professional Standards) 
Clinical Psychology 
Huston 
Legal Aspects of Psychiatry 
H. HaArnes 
Nomenclature and Statistics 
GeorceE N. RAINES 
Psychiatric Hospital 
Standards and Policies 
Appison M. DuvaL 
Psychiatric Nursing 
H. Beckett LANG 


Psychiatric Social Service 
Jutes V. CoLEMAN 


STANDING COMMITTEES 
(Community Aspects) 


Academic Education 
BarucH SILVERMAN 


Industrial Psychiatry 
T. 


International Relations 
IAGo CALDSTON 


Cooperation with Leisure Time 
Agencies 


ALEXANDER R. MArTIN 


Military Psychiatry 
S. Skoppa 


Preventive Psychiatry 
Lioyp L. THompson 


Public Information (formerly Com- 
mittee on Public Education and 
Relations) 


WILFRED BLOOMBERG 


Veterans 
Davip J. FLICKER 


Pa 
. 
. 
‘ 
| 
: 
: 
Ae i 
AL 
. 
4 
A 
Pe 


Luminal and Luminal Sodium — time-tested, 
effective dampers of cortical over-activity 
—control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 
FOR ORAL USE: 
LUMINAL SODIUM 
Tablets 16 mg. (% grain); 32 mg. (4 grain) 
and 0.1 Gm. (1% grains). 
...LUMINAL (PHENOBARBITAL) 
Tablets 16 mg. (14 grain); 32 mg. (14 grain) 
and 0.1 Gm. (1% grains). 
Elixir (14 grain/teaspoonful), botties of 
354 cc. (12 fl. oz.) and 
3.785 liters (1 U.S. gallon). 


FOR PARENTERAL USE: 

LUMINAL SODIUM 
Hypodermic tablets of 65 mg. (1 grain), 
bottles of 50 and 500, for subcutaneous 
or intramuscular injection; Powder, ampuls 
of 0.13 Gm. and 0.32 Gm. (2 grains 
and 5 grains) for subcutaneous, intramuscular 
and (exceptionally) intravenous injection; 


Solution in propylene glycol, ampuls of 
2 cc. (0.32 Gm.,5 grains); Ampins — 
sterile, disposable injection units of 2 cc. 

(5S grains) and 10 cc. vials (21% grains/cc.), 
for intramuscular injection only. 


SODIUM 


THE PIONEER BRAND 

OF PHENOBARBITAL SODIUM 
BACKED BY MORE THAN 

30 YEARS OF EXPERIENCE 


NEW YORK 18, N.Y. WINDSOR, ONT. 


q 
i 
: 
/ 
— 
4 
V 
de 


REITER 
ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


RESEARCH RESULTS: 


Continuing laboratory research has led te the development of Model CW47C. 
This advanced, clinically-proven electro-stimulator possesses great calibration 
ruggedness which makes possible its use as a diagnostic measuring device. 
Model CW47C provides the full strength required for convulsive, non- 
convulsive and stimulative therapies, with increased convulsive efficiency 
and smoothness. Fully adequate for focal treatment. 


No. 2 or B MACHINE (Model CW47C) | 


fer. ¢ 1. Convulsive therapy—Full range 


2. Focal treatment; unilateral or bilateral convulsions 
3. Treatment of neurologic syndromes 

4. Non-convulsive therapies 

5. Barbiturate coma and other respiratory problems 


® increased efficiency of convulsive currents, clinically-proven, 
producing a convulsion so very soft as to be almost unnotice- 
able to the touch, and without epileptic outcry. 


focal treatment eliminates backward arching of spine curing 
seizure. 


therapeutic effect by means of specific LOW CURRENTS. 


respiration is forced and controlled by current stimulation 
during, and at end of seizure. 


memory defect, physical thrust, apnea, etc. avoided. 
special electrodes avoid use of jelly. 


advanced, clinically-proven techniques as described in litera- 
ture and text books. 


OTHER MODELS: 


No. 1 or A Machine (Model CW46L) for electro convulsive therapy 
No. 3 or C Machine (Model RC47B) for prolonged deep coma therapy 


OVER 100 REFERENCES IN LITERATURE AND TEXT BOOKS— 


Bibliography and literature on request 


REUBEN REITER, Se.D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 36,'N._Y. 


| 
j 
f 
i 
iS 

ie 

} 

‘ e 

e 

$ 
ye 


brand of DISULFIRAM (tetraethylthiuram disulfide) 


appears to be more effective than other drug or conditioned reflex therapies used previously.”* 


"Antabuse" has been tested in more than 25,000 patients 
.. by more than 1,000 investigators... and is covered by 
more than 400 laboratory and clinical reports. 


“Antabuse” is supplied in 0.5 Gm. tablets, bottles of 50 and 1,000. 


*Barrera, S. €., Osinski, W. A., and Davidoff, €.: Am. ]. Psychiatry 107:8 (July) 1950. 


a “chemical fence” for the alcobolic 


A BROCHURE GIVING FULL DETAILS OF THERAPY IS AVAILABLE TO PHYSICIANS ON REQUEST. 


& AYERST, McKENNA & HARRISON LIMITED + New York, N. Y. + Montreal, Canada 


| 
4 

; 
i 
‘ 

a | 4 
. 

| 

4 
Vil 


“of decided benefit in 


the management of 
the postalcoholic state” 


The effect of oral Tolserol in 50 alcoholic patients* 


No change or condition worse. 
bs Some but not all symptoms and signs absent within 48 hours. 
All symptoms and signs absent within 48 hours. 


GASTROINTESTINAL TREMOR SUBJECTIVE 


Number of patients 


*Herman, M., and Effron, A. S.: Quart. J. Stud. Alcohol 12:261 (June) 1951. 


‘Tolserol 


(Squibb Mephenesin) 
Tablets, 0.5 and 0.25 gram. Bottles of 100. 
Capsules, 0.25 gram. Bottles of 100. 
Elixir, 0.1 gram per cc. Pint bottles. 
Intravenous Solution, 20 mg. per cc. 50 and 100 cc. ampuls. 
Tolserol With Codeine Tablets, 0.5 gram Tolserol and 14 
grain codeine sulfate. Bottles of 100. 


‘TOLSEROL’ IS A REGISTERED TRADEMARK OF E.R. SQUIBS & SONS u 


j 

SLEEP 

50 

45 

30 \ 

a | 4 

VIII 


Creating 


attitude... 


optimism and cooperation 


are encouraged by 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal] adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 
tt be ‘Methedrine’ brand Methamphetamine Hydrochloride, 
wt 5 mg., Compressed, scored 


sent on Bottles of 100 and 1,000 
request 


& Burroughs Wellcome & Co. (U.S.A.) Inc. Tuckahoe 7, New York 
IX 


Za 

Bs) ond, 

‘| 

BRAND 
“4 
= 

ne 
______ 

ae 


CAPSULES CHLORAL HYDRATE Felons 


ODORLESS * NON-BARBITURATE TASTELESS 


AVAILABLE: 


CAPSULES CHLORAL 
HYDRATE — Fellows 
3% gr. (0.25 Gm.) 
BLUE and WHITE 
CAPSULES 

bottles of 24’s 

7% gr. (0.5 Gm.) 
BLUE CAPSULES 

bottles of 50’s 


INC 


334 gr. (0.25 Gm.) BLUE and WHITE 
CAPSULES CHLORAL HYDRATE - Fellows 


Small doses of Chloral Hydrate 

(3% gr. Capsules Fellows) completely 
fill the great need for a daytime 
sedative. The patient becomes tranquil 
and relaxed yet is able to 

maintain normal activity. 


DOSAGE: One 3% gr. capsule three 
times a day after meals. 


7" gr. (0.5 Gm.) BLUE 
CAPSULES CHLORAL HYDRATE -Fellows 


Restful sleep lasting from five to 
eight hours. ‘‘Chloral Hydrate produces 
a@ normal type of sleep, and is 
rarely followed by hangover.”’* 

Pulse and respiration are slowed in 
the same manner as in normal sleep. 
Reflexes are not abolished, and the 
patient can be easily and completely 
aroused . . . awakens refreshed.*** 


DOSAGE: One to two 712 gr., or two to 
four 3% gr. capsules at bedtime. 


EXCRETION—Rapid and complete, therefore 
no depressant after-effects.”* 


Professional samples and literature on request 


pharmaceuticals since 1866 
26 Christopher St., New York 14, N. Y. 


. Hyman, H. T: An rated Practice of Medicine 

Rehtuss, in Practical Therapeutics (1948 8) 
Goodman, L., and Gilma The Pharmacological Basis 

(1941), 22nd 1951. 

. Soliman, 1: A Manual of Pharmacology, 7th ed. (1948), 
and Usetul Drugs, 14th ed. (1947) 


| 
1 
Cl OH | 
2 
SEDATION 
HANGOVER 
H 
X 
3 


‘She Rinsey Report” on women... 


Sexual Behavior in the Human Female 


By Alfred C. Kinsey, Wardell B. Pomeroy, Clyde E. Martin, Paul 
H. Gebhard, and others on the staff of the Institute for Sex Research 
at Indiana University. 


This new book provides psychiatrists with a vitally useful yardstick 
against which to measure the “averageness” of a patient’s sexual 
behavior. The material is based on research (including interviews with 
almost 8,000 women) pursued over the past 15 years by Alfred C. Kinsey 
and his associates on the staff of the Institute for Sex Research at 
Indiana University. 


Psychiatrists will be particularly interested in the data offered on: 
the supposed difference between “clitoral orgasm” and “vaginal orgasm” 


the supposed difference between females and males in speed of sexual 
response 


effect of menopause on the sexual activity of women 


the notable changes which have developed in the behavior patterns of 
American women over the past 40 years 


the tremendous variation among women in capacity for sexual response 


By Avrrep C. B. Pomeroy, Ciypr E. Martin, H. Geruarp, 
Research Associates, and others on the Staff of the Institute for Sex Research at 
Indiana University. 812 pages, 6” x 9’, 151 charts, 179 tables, 4 illustrations. $8.00 


W. B. SAUNDERS Company, West Washington Square, Philadelphia 5, Pa. 


| 

, Please send and charge my account 

l |_] Kinsey, Pomeroy, Martin, Gebhard on 

| SEXUAL BEHAVIOR IN THE HUMAN FEMALE.....%8.00 
| 

| 


Name 


Address 


: 

Vy 

| 

| 

‘ | 
| a 

XI 


The of 


in a Capsule 


A dose of ‘Seconal Sodium’ at bedtime gently 


breaks the chain of wakeful nights and permits 


the patient to begin again to enjoy natural, 


normal sleep. The onset of action is prompt; 


the duration is short. The next morning the 


patient is refreshed, ready to begin the day 


with renewed vigor and strength. 


Available in 1/2, 3/4, and 1 1/2-grain pulvules. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


in the new-slyle 
parabolic-end capsules 


good night, good sleep, 
good rest with 


Sodium 


(SECOBARBITAL SODIUM, LILLY) 


XII 


4 
eres 
> 
A 
a 
‘ 
{ 
=; 


THE AMERICAN JOURNAL OF PSYCHIATRY 


THE GROWING SCIENCE OF MENTAL HOSPITAL 
ADMINISTRATION * 


CRAWFORD N. BAGANZ, M.D.,? Lyons, N. J. 


When the history of the development of 
mental hospitals throughout the world is re- 
viewed, one of the most striking features is 
the conversion of these institutions from asy- 
lums to true hospitals. Formerly, the men- 
tally ill were housed in almshouses, poor- 
houses, penal colonies, and asylums. This 
change from custody to treatment has been 
the direct result of continuous endeavor and 
frequent strife on the part of physicians. 
There were also contributions by many lay- 
men, outstanding among whom were the 
great humanitarians, Dorothea Dix and Clif- 
ford Beers. These and other lay leaders 
have rendered magnificent service. However, 
the basic treatment programs within mental 
hospitals, indeed the very concept of such 
institutions as hospitals, have resulted from 
the leadership and the active prosecution of 
this concept by physicians and psychiatrists. 
Mental hospitals were born of physicians and 
nurtured and developed by physicians. In 
spite of this, there is a movement at present 
to return their operation to nonmedical ad- 
ministrators, and in some instances to poli- 
ticians. 

It frequently has been argued that the 
physician is not a good businessman and 
thus, by inference, is incompetent to admin- 
ister an institution that has some business 
functions inherent in its operation. Many of 
us, as medical men, have been willing, some- 
times even perversely proud, to accept this 
false assumption of business incompetence. 
Yet it is refuted every day by physicans who 
continue to prosper in private practice, to 
meet their operating expenses, to pay their 
taxes, and to support their families. It is 
further argued that, since some functions of 


1 Read in the section on Mental Hospitals at the 
tooth annual meeting of The American Psychiatric 
Association, Los Angeles, Calif., May 4-8, 1053. 

This article was reviewed by the Veterans Ad- 
ministration and is published with the approval of 
the Chief Medical Director. The statements and 
conclusions of the author are the result of his own 
study and do not necessarily reflect the opinion of 
the Veterans Administration. 

2 Manager, VA Hospital, Lyons, N. J. 


a mental hospital are not purely clinical, the 
whole institution could be better adminis- 
tered by a nonmedically trained person and 
that the physician should confine his activi- 
ties solely to the clinical care of patients. 

I am sure all of us who serve as chief 
executives of mental hospitals are well aware 
that there is no function in the hospital that 
does not contribute, either directly or indi- 
rectly, to the care and treatment of patients. 
True, not all hospital employees are in direct 
therapeutic relationship with the patient ; but 
a hospital without light, heat, or laundry 
services would have a difficult time in pro- 
viding a therapeutic setting and atmosphere. 
It is difficult to operate a hospital, or a unit 
of the hospital, without adequate supplies, 
equipment, transportation facilities, budgeted 
funds, and necessary maintenance and repair. 
Likewise, the hospital that does not practice 
modern concepts of personnel administration 
and public relations soon finds itself in an un- 
favorable position. 

There is also that particular difficulty that 
arises between the nonmedical administrator 
of a hospital and the members of the medical 
staff. The “Report of the Joint Commission 
on Education,” sponsored by the American 
College of Hospital Administrators and the 
American Hospital Association, has revealed 
that the most frequent problem encountered 
by a nonmedical administrator is that of 
“working with the medical staff’(1). The 
competent psychiatrist who is an administra- 
tor encounters this particular type of diffi- 
culty less frequently, since physicians will ac- 
cept decisions of a respected fellow practi- 
tioner far more readily than they will from 
others. It is far simpler to teach a 
physician-psychiatrist the elements of busi- 
ness administration than it is to inculcate in- 
sight and medical attitudes in a person 
trained only in hospital administration. It 
seems reasonable to conclude, therefore, 
that the field of mental hospital administra- 
tion should be developed as a subspecialty of 
psychiatry and assume its rightful position 
as a new science and a new art(2). 
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THE GROWING SCIENCE OF MENTAL HOSPITAL ADMINISTRATION 


[Sept. 


Before going further, let us define mental 
hospital administration: what it is and, per- 
haps, what it is not. Mental hospital admin- 
istration is a branch of medicine and a branch 
of psychiatry that deals with the human re- 
lationships, the human resources, the hospital 
community and its total resources in such a 
manner as to produce optimal results in terms 
of patient care. A mental hospital adminis- 
trator is not an “office administrator,” 
“paper pusher,” “arbitrary dictator,” “com- 
bined judge and jury,” “fiscal expert,” or a 
“record and file clerk,” or “just a good 
businessman.” If you will accept this defini- 
tion of mental hospital administration, or ad- 
ministrative psychiatry, whichever term you 
prefer, it is at once apparent that only an in- 
dividual adequately trained in the field of 
human relations and motivations can com- 
petently direct a modern mental hospital. 
This complex hospital with its manifold dis- 
ciplines and many professions demands of 
the mental hospital administrator that he be 
not only an able and mature psychiatrist, but 
also well trained in personnel administration, 
budget planning and control, public relations, 
maintenance and repair procedures, forensic 
medicine, mental hospital construction, post- 
graduate psychiatric education, employee 
training, food service and cost, the operatiori 
of an outpatient department, program plan- 
ning and analysis, logistics, and methods for 
departmental audits of a mental hospital. 

In the field of construction and alterations, 
it would seem perfectly obvious that the in- 
dividual who is most closely acquainted with 
the needs, habits, and desires of the mental 
patient should be the individual best qualified 
to do the planning for new construction or 
alterations. Too frequently mental patients 
are treated in a hospital designed by indi- 
viduals with little knowledge of the basic 
needs of patients and less familiarity with 
their daily life. Although most physicians 
have had basic courses in mechanical drafts- 
manship in their grade or high school educa- 
tion, some engineers continue to be amazed 
when they find a physician who is able to read 
a blueprint intelligently. Dr. Paul Haun has 
become a national authority on mental hos- 
pital construction, but in gaining this emi- 
nence he has had to overcome this prejudice 
concerning the basic education and capacities 


of physicians(3). A minor item as to where 
to place a new sidewalk becomes a medical 
problem to be solved by the individual who 
knows whether the patients will use this side- 
walk in a new location, rather than by an 
engineer whose real competence is in super- 
vising its construction rather than in deter- 
mining its need(4). 

In the field of personnel management it 
would also seem obvious that the individual 
who is most cognizant of the basic human 
drives, motivations, and demands would also 
be the most effective. The famed “Haw- 
thorne Study” of Western Electric Company 
(5, 6) was one of many that showed that 
when employees have a chance to discuss 
their grievances production will rise. In this 
study, employees of the personnel division 
allowed first-line supervisors to ventilate 
their grievances with the assurance that, 
since the personnel officers were not serving 
in a sufficiently high administrative capacity, 
nothing could be done to correct the problems 
over which they felt aggrieved. They were 
simply allowed the opportunity for venti- 
lation and as a result the morale improved 
and production was increased. When the 
chief executive of a mental hospital has these 
conferences (of group therapy sessions) he 
is in a position not only to give an opportu- 
nity for ventilation, but also to correct condi- 
tions, or explain the cause of grievances, and 
it is to be expected that even greater results 
can be obtained than under the “Hawthorne 
Study” (7, 8). 

Many physicians regard budget planning 
and control as dull accounting and bookkeep- 
ing procedures. In a mental hospital with 
many intangibles, such as emergency over- 
time pay, holiday pay, lump-sum payments, 
and a varying patient load, it soon becomes 
an interesting and vital function in which the 
administrator’s ability to predict expendi- 
tures is contested by a multitude of variables. 
Acquiring ability to analyze past program 
expenditures, evaluate current trends, and 
project these into plans for future fiscal con- 
trol becomes an interesting and challenging 
game. Hundreds of people devote themselves 
for years to this same game in our stock 
exchanges. Thus, in the restricted sense of 
the word, budget planning and control be- 
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comes the “budget gamble” without the fear 
of loss of the taxpayers’ money. 

The trite old saying, “An army travels on 
its stomach,” is no less applicable to the 
supply function of a mental hospital. With- 
out the proper supplies, equipment, and sub- 
sistence in the right place at the right time, 
confusion results, efficiency in terms of pa- 
tient care decreases, and employees are har- 
assed and become discouraged. The transla- 
tion of budgeted funds into usable supplies, 
within the restrictions and procedures im- 
posed by controlling authority, can also be 
regarded as a dull bore, or as another inter- 
esting challenge to the ability of the mental 
hospital administrator. While it is true that 
this individual need not concern himself with 
the minutiae of operating procedure, yet an 
over-all knowledge of procedure, sufficient 
to identify “bottlenecks,” “traffic jams,” or 
points of inactivity, is necessary to the proper 
operation of his hospital as a unit. 

All those individuals who come in contact 
with the public are ambassadors of the hos- 
pital. Good public relations demand, first, a 
good hospital, and then a campaign to bring 
enlightened information concerning this hos- 
pital to the public. A scowling guard at the 
gate who considers his function that of 
guarding the coal pile places the visitor to the 
hospital in a critical mood before he has seen 
anyone or visited a patient. Improper or poor 
telephone manners also make a lasting first 
impression of the hospital that, in some cases, 
requires considerable time on the part of 
personnel to correct. 

Volunteer workers in the hospital are val- 
uable assets in an enlightened public relations 
program. They are representatives of a wide 
geographical area, and have a true interest in 
hospital planning and handling of patients. 
They interpret the community to the patient 
and they interpret the hospital activities to 
the community. The administrator who op- 
erates a good mental hospital and who can 
have the merit of his hospital interpreted in 
this fashion to the community he serves is 
indeed in a favored position when requesting 
funds for continued operation before legis- 
latures. 

Briefly, these are some of the fields in 
which the science of mental hospital admin- 
istration can grow. Additional fields for 


growth of this science, as have been men- 
tioned, are as follows: outpatient care, fo- 
rensic psychiatry, personnel training, control 
of food service and cost, program planning 
and analysis, position classification, use of 
statistics, and departmental auditing proce- 
dures. 

Thus the qualifications of a mental hospital 
administrator must be determined in terms 
of the problems and responsibilities to be 
faced. The next question arises as to the best 
method for acquiring the knowledge neces- 
sary to meet these requirements. If we can 
assume that the prospective mental hospital 
administrator is a competent psychiatrist, 
this leaves for consideration only the methods 
by which the other qualifications can be 
gained. In the past this has been done by the 
preceptor system. This training was infor- 
mal, often by example and often, unhappily 
for the patients, by “direct extension,” or “by 
the mitotic division of a portion of the pre- 
ceptor’s responsibility.” While this system 
has produced some outstanding mental hos- 
pital administrators, it is absolutely necessary 
that, in the future, more effective and more 
formal methods for obtaining this training 
must be made available to meet the increasing 
demands for more psychiatrists qualified as 
competent mental hospital administrators. 

Strangely enough, there is no agency that 
certifies the competence of psychiatrists as 
mental hospital administrators. The only 
certifying agency for hospital administrators 
of any kind is the American College of Hos- 
pital Administrators and their requirements 
do not meet the first standard of The Ameri- 
can Psychiatric Association, which is that the 
chief executive of a mental hospital be a 
physician and psychiatrist. Recognizing this, 
the 1951 Mental Hospital Institute petitioned 
the Council of the American Psychiatric 
Association for the appointment of an ad hoc 
committee to study the qualifications and 
training standards of prospective mental hos- 
pital administrators. Such a committee was 
thereupon appointed by Dr. Bartemeier in 
November of 1951, and was reappointed by 
Dr. Cameron with the approval of the Coun- 
cil. This committee has submitted to mem- 
bers of The American Psychiatric Associa- 
tion who are mental hospital administrators 
a questionnaire to reflect the opinions of this 
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membership on the qualifications and train- 
ing of prospective mental hospital adminis- 
trators. From these questionnaires the fol- 
lowing information was obtained. 


Question 1—Is it essential that the mental 
hospital administrator be a_ psychiatrist? 
Answers: Yes, 273; No, 19. 

Question 2—Do you consider administra- 
tive experience in a prospective mental hos- 
pital administrator an essential factor? 
Answer: Yes, 269; No, 10. 

Question 3—Amount of administrative ex- 
perience felt to be desirable? The majority 
indicated that such administrative experience 
should be a minimum of 3 years’ duration. 

Question 4—This concerned itself with 
formal instruction in the many fields of hos- 
pital administration. The answers to this 
question were tabulated in 2 groups: those 
received from administrators of public hos- 
pitals and those received from administrators 
of private hospitals. 

Figure 1 shows the results from public 
hospitals. The essential fields are arranged 
in decreasing frequency of vote and are bud- 
get and budget control, legal aspects of psy- 
chiatry, personnel management, and com- 
munity relations. Of these essential fields, 
the black bars on the other hand show those 
fields considered to be most important. From 
the public hospitals community relations, 
personnel management, and medical care 
were the fields considered most important of 
the essential fields and should, therefore, re- 
ceive a predominant amount of formal in- 
struction. 

The results from the private hospitals re- 
veal slightly different findings and are shown 
in Fig. 2. In these hospitals business and 
finance management, legal aspects of psy- 
chiatry, budget and budget control, and ad- 
ministration of the outpatient department 
received the most votes in the essential cat- 
egory. 

The administrators of private mental hos- 
pitals consider personnel management, com- 
munity relations, and legal aspects of psychi- 
atry as the most important fields of formal 
instruction. 

Question 5—How much time should be 
spent in formal instruction? The majority 
opinion of this group was that this formal 
instruction should be of 9 months’ duration. 


Question 6—At what time in the career of 
the prospective mental hospital administrator 
should this formal instruction be given? It 
was not felt by those who answered the ques- 
tionnaire that this was a matter of great im- 
portance. Votes were divided between “any 
time in career” in first place; and “immedi- 
ately following residency training” in second. 


The next question dealt with whether the 
American Psychiatric Association should es- 
tablish a qualifying agency, should sponsor 
a qualifying agency, or whether there should 
be no agency. Of those polled, 134 indicated 
that the American Psychiatric Association 
should establish such an agency ; 74 felt that 
the American Psychiatric Association should 
sponsor the agency and 76 felt that no agency 
was needed. We find that 205 of the 281 
mental hospital administrators who answered 
this questionnaire feel that definite action on 
the part of The American Psychiatric Asso- 
ciation should be taken to establish or spon- 
sor a qualifying agency for prospective men- 
tal hospital administrators. 

Question 10—Hereafter should prospec- 
tive mental hospital administrators be diplo- 
mates of the American Board of Psychiatry 
and Neurology in psychiatry? This resulted 
in the closest tally of all questions in the 
survey. While the number who voted “yes” 
was approximately twice that of those who 
voted “no,” a much closer result was obtained 
than from any other question: Yes, 170; No, 
gl. 

In summarizing the results of these ques- 
tionnaires, the membership polled indicated 
the following: 


1. The mental hospital administrator of the 
future should be a psychiatrist, preferably 
certified by the American Board of psychi- 
atry. 

2. He should have 2 to 5 years’ adminis- 
trative experience. 

3. He should have the advantage of a for- 
mal course of education in administrative 
psychiatry of approximately 9 months’ du- 
ration. 

4. The most important subjects to be cov- 
ered during this course should include, but 
not be limited to, community relations, per- 
sonnel management, and legal aspects of psy- 
chiatry. 
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PUBLIC INSTITUTIONS 
FIELOS OF FORMAL INSTRUCTION 
ESSENTIAL 


MOST IMPORTANT 


156 
144 
124 
66 
29 
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Fic. 1.—Results of questionnaire regarding fields of formal instruction in hospital administration ob- 
tained from administrators of public hospitals. 
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Fic. 2.—Results of questionnaire regarding fields of formal instruction in hospital administration ob- 
tained from administrators of private hospitals. 
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5. The Council of The American Psychi- 
atric Association and its Executive Commit- 
tee should take definite action toward the 
formation and operation of an agency for 
the purpose of certifying and approving the 
qualifications of prospective mental hospital 
administrators. 


At the Council Meeting on November 1, 
1952, the ad hoc committee on qualifications 
and training standards for mental hospital 
administrators was empowered and directed 
by the Council to suggest to that body ways 
and means for (1) the establishment of min- 
imal and optimal qualifications in the fields 
of hospital administration for the chief ex- 
ecutive officer of mental hospitals, (2) the 
establishment of criteria for training pro- 
grams in this field, (3) the establishment of 
an agency to certify the competency of men- 
tal hospital administrators who are psychi- 
atrists. 

On March 15, 1953, after discussion with 
the American Board of Psychiatry and Neu- 
rology and representatives of the Medical 
Advisory Committee of the American Med- 
ical Association, it was determined that the 
most feasible method for the establishment 
of an agency to certify the competency of 
mental hospital administrators was by the 
establishment of a standing committee of 
The American Psychiatric Association. 

It was recommended that this standing 
committee consist of 9 Fellows of The Amer- 
ican Psychiatric Association, 3 of whom to 
be appointed by the President each year ; and 
as the work of the committee would be con- 
tinuing, this committee should elect from 
Fellows of The American Psychiatric Asso- 
ciation, other than themselves, a president 
and a secretary. 

It was further recommended that this com- 
mittee be empowered to charge an applica- 
tion fee ; to inquire into the qualifications of 
applicants ; and to issue certificates to those 
applicants who meet these qualifications. 


Further incorporated in this recommen- 
dation were 4 classes of candidates whose 
qualifications for certification as mental hos- 
pital administrators would be divided into 4 
groups depending upon Fellowship in The 
American Psychiatric Association, current 
status as a mental hospital administrator, and 
date of graduation from recognized school of 
medicine. 

The Executive Committee, on March 15, 
1953, approved these recommendations of the 
ad hoc committee, and forwarded them to 
the Council of this organization. Currently 
under study by this committee are application 
forms, forms for certification, rules and reg- 
ulations, outline of curricula, and informa- 
tion concerning facilities for receiving neces- 
sary training in the business aspects of 
hospital administration. 

It can truly be said that since the recog- 
nition of this need at the Mental Hospital 
Institute in Louisville in 1951, much progress 
has been made toward having the growing 
science of mental hospital administration 
assume its rightful place in the field of 
American medicine. 
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EDUCATIONAL ACTIVITIES IN MENTAL HOSPITALS 
I. WuHo SHALL Be TAauGuHTP ? 
ADDISON M. DUVAL, M.D., Wasuincrton, D. C. 


Experience has shown that the better the 
educational function of the mental hospital, 
the higher are its standards of treatment and 
care and the more efficient its research pro- 
gram. 

My discussion of the topic, “Who Shall 
Be Taught?”, will be developed around the 
various groups to be trained rather than 
around the separate hospital organizational 
units. In the brief time available little discus- 
sion of details will be possible. You are re- 
minded that, in a broad mental hospital ed- 
ucational program, organization lines are 
constantly crossed to the mutual advantage of 
the staff and the person being trained. To 
teach is to learn and through teaching each 
individual thinks more clearly and in greater 
perspective. Thus standards are raised, mo- 
rale improved, and the patient receives in- 
creasingly better attention and understanding 
by all hospital personnel and his chances for 
improvement and recovery are multiplied 
manifold. 

Already I find myself using the words 
education and training almost synonymously. 
In fact, education is the general word for 
schooling as in an institution of learning, 
while training suggests exercise or practice 
to gain skill, endurance, or facility(1). I 
think the subject matter we are discussing 
today would include both education and 
training. 

To the question, who should be taught? 
we could most easily answer with the one 
word—everyone—and not be in error. Ac- 
tually some of our hospitals today have very 
extensive educational programs while others 
have almost none. The best program would 
be one that would include organized full- 
time training programs, continuing inservice 
programs at various staff levels, and a con- 
tinuing community program for education of 
the public. It is the responsibility of the pub- 


1 Read in the section on Mental Hospitals at the 
109th annual meeting of The American Psychiatric 
Association, Los Angeles, Calif., May 4-8, 1953. 

This paper and the two following constituted a 
symposium. 


lic mental hospital to carry out these educa- 
tional and training programs with the sup- 
port of available community educational re- 
sources. 

Hall et al.(2) comments, “As a corollary 
to the concept of the worth of every per- 
sonality, there is the belief that each person 
who enters the patient’s life has either a 
helpful or a harmful effect upon him.” 

It is most important then for us to look 
carefully and scrutinizingly at each person 
who comes to the mental hospital for em- 
ployment—whether he be professional or 
nonprofessional, with much or little formal 
education, with brief or lengthy experience 
—to determine his emotional suitability. We 
have come to know that it is the emotional 
core of the person, his sensitivity in inter- 
personal contacts with the patient, that indi- 
cate the optimal potential of the projected 
training. Such a person becomes almost in- 
valuable after proper training, whatever may 
be his particular role in the total therapeutic 
program. 

For our purpose we might divide those 
who should be taught into 2 groups. The 
first group would include those individuals 
who have previously had no training in psy- 
chiatry, such as trainee-attendants and aides, 
ward clerks, recreational workers, dietary 
workers, and the various volunteer groups. 
In the second group we would place those 
who have had some basic training in psy- 
chiatry and therefore need advanced training 
and instruction. These include physicians, 
psychologists, social workers, nurses, occupa- 
tional therapists, and chaplains. 

The training of attendants and aides has 
probably received the most attention through 
the years. Without doubt some attention 
was given to the selection and training of at- 
tendants in mental hospitals during the early 
years of our American asylums. One of the 
first of the early publications was by Dr. 
Francis T. Stribling(3).? The ideas he ex- 
pressed in 1852 are still quite pertinent today, 


2 Superintendent of the Western Asylum, Staun- 
ton, Va. 
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as you will see from a few quotations from 
this publication : 

To the attendant peculiarly belongs the duty, and 
is attached the responsibility of applying the means 
which the officers provide and direct..... He 
should neither be regarded as their [the patients’] 
master or their servant, but as their companion, 
their guide, their tender and sympathizing friend—in 
a word, the comfort of the patient and his restora- 
tion to reason and usefulness, depend especially upon 
the character and qualifications of his attendant, 
and hence how important is it, that none should be 
selected for so responsible and self-denying, at the 
same time, so noble a work, but those who may be 
qualified therefor morally, intellectually, and physi- 
cally ! 

I heartily commend Dr. Stribling’s article 
to all who are concerned with the selection 
and training of attendants. 

After Florence Nightingale founded the 
first training school for nurses at St. Thomas 
about 1860, training schools for attendants 
in mental hospitals were established here and 
there. The first such school in the United 
States was organized at the McLean Hos- 
pital by Dr. Edward Cowles in 1882(4). 
The second was at the Buffalo State Hospi- 
tal in 1884, and from his experiences there 
Dr. William D. Granger published a manual 
for attendants in insane asylums(5) that 
contains much information that is still rele- 
vant today. This movement grew rapjdly and 
in some instances the length of the program 
was extended to 2 years. Some of these pro- 
grams were later developed into 3-year train- 
ing programs for nurses. In more recent 
years there has been some tendency for the 
designation, attendant, to be replaced by such 
terms as aide, psychiatric aide, psychiatric 
technician, nurse’s assistant, mental nurse, or 
ward aide. This semantic activity may be ex- 
plained by our attempt to give improved 
status to this group much in the same way 
that asylums became hospitals. 

Recently, much attention is being directed 
toward the proper training of attendants and 
psychiatric aides as evidenced by the several 
psychiatric aide program workshops spon- 
sored by the National Association for Men- 
tal Health and The American Psychiatric As- 
sociation. Speakers who follow in this sym- 
posium will discuss the content and length 
of such training. Proper methods of selec- 
tion or screening of applicants for hospital 
work are under study at present and will not 
be discussed here. Much time, study, and ex- 


perience will be required before final tech- 
niques are developed that will permit identifi- 
cation of applicants who are emotionally and 
intellectually equipped for the job to be done. 

As mental hospitals improved their stand- 
ards, training courses for dietary workers, 
recreation workers, ward clerks, and other 
ancillary workers, including volunteers, were 
organized and they soon proved their worth 
in efficiency, understanding of their job, and 
better care of the patient. 

In the second group, we included physi- 
cians, psychologists, social workers, nurses, 
occupational therapists, and chaplains. 

The history of early American mental hos- 
pitals indicates that the training of physicians 
in psychiatry was largely confined to a type 
of clinical apprenticeship just as was true in 
other branches of medicine. Little formal 
teaching of psychiatry was done in medical 
schools, and one learned psychiatry by read- 
ing and by contacts with physicians experi- 
enced in psychiatry. 

The experiences of World War I gave 
psychiatry an impetus not before experi- 
enced, and by 1935 there were 194 hospitals 
approved by the American Medical Associa- 
tion for residency training in psychiatry, 
with 256 residencies offered. The trend was 
also toward increasing the amount of under- 
graduate teaching in the medical schools to 
the point where psychiatry became a major 
in the curriculum. The years from 1920 to 
1940 also showed a marked trend away from 
the descriptive psychiatry of Kraepelin to the 
dynamic psychiatry of Freud and Meyer. 
World War II gave additional impetus to 
psychiatric treatment, research, and training, 
and also pointed out the great need for ex- 
pansion of facilities and professional per- 
sonnel in the various areas of preventive 
psychiatry, in outpatient clinics, in psychi- 
atric units of general hospitals, and in private 
practice. 

At the present time we have about 250 
hospitals approved for residency in psychi- 
atry, with over 1,900 residencies offered. 
Credit should be given to the American 
Medical Association and the American Board 
of Psychiatry and Neurology for their suc- 
cessful efforts to improve the training stand- 
ards as well as to stimulate young physicians, 
particularly, toward the goal of completion of 
5 years of approved training and experience 
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leading to certification as a specialist in psy- 
chiatry. 

However, even with the increased num- 
bers of trained psychiatrists, we have not 
been able to attract these men to our public 
mental hospital permanent staffs. To com- 
pete successfully for their services, public 
mental hospitals will need to offer more 
stimulating experiences through better treat- 
ment, improved leadership, and dynamic 
teaching and research programs. Increase 
in salaries, improved retirement benefits, 
and pleasant living quarters at reduced rates 
would also be helpful. 

Little need be said here about the well- 
known fact that there is an extreme scarcity 
of well-trained clinical psychologists. Those 
hospitals that have been fortunate enough to 
secure them have found that they perform 
most valuable functions in mental measure- 
ment and personality, illness, and prognosis 
evaluation; and under medical supervision 
some clinical psychologists can do both group 
and individual psychotherapy. The training 
of greater numbers of clinical psychologists 
is a “must” in American psychiatry. 

Since its beginning in the mental hospital, 
psychiatric social work has remained close 
to the hospital even though expanding enor- 
mously in clinic programs. Plans of the Bos- 
ton Psychopathic Hospital in 191 appear to 
have been the first to provide for psychiatric 
social work as an official part of hospital 
function(6). As treatment of the patient 
has improved and programs for rehabilita- 
tion and posthospital care have developed, 
the great need for additional psychiatric so- 
cial workers has been more and more ap- 
parent. They are the workers who best of all! 
can help unlock the doors to acceptance by 
the community of its responsibility in the 
area of mental health resources. 

Since the days of Florence Nightingale, 
the nursing profession has developed, grown, 
and possibly shifted its emphasis from its 
former major service of direct bedside care 
of the sick or wounded. As nursing has de- 
veloped in complexity and volume as re- 
quired by modern methods of treatment, the 
extent and content of training has increased 
proportionately. These facts tend to make 
the services of the psychiatric nurse more 
expensive and in scarce supply. In some 
areas it has been said that nurses have edu- 


cated themselves out of the job of bedside 
nursing. I suspect this only appears to be 
true. In fact, the range and extent of service 
of the psychiatric nurse in psychiatry today 
dictates the use of auxiliary workers such 
as practical nurses, aides, ward clerks, and 
attendants who function under the direction 
and supervision of the psychiatric nurse. 
However, the nurse still remains responsible 
for the coordinated nursing service to the 
sick or injured patient. The more quickly 
such a concept is adopted in hospital psy- 
chiatry the more quickly will present insta- 
bility in ward personnel disappear. The re- 
sult, I am sure, will be better care and treat- 
ment of the patient and a happier hospital 
staff. Nothing should deter us from our pres- 
ent attempts to train more and better psy- 
chiatric nurses. 

In the area of occupational therapy much 
remains to be done to attract more therapists 
into psychiatric facilities. This type of ther- 
apy was one of the first to be introduced into 
mental hospitals. The Utica State Hospital 
and the Hartford Retreat were pioneers in 
the introduction of asylum schools for gen- 
eral educative purposes of patients in the 
hospital and of regular employment of pa- 
tients in the gardens, on the farm, in sewing 
rooms, or in hospital shops. it was said that 
this assignment should divert the patient 
from his morbid fancies, engage his attention, 
stimulate his interest, and lead him to assume 
natural and healthy methods of thought and 
occupation. Gradually occupational shops 
and recreational areas were established, and 
in addition to industrial therapy were added 
the arts and crafts as we know them today. 
We know that a dynamic program of occupa- 
tional therapy that is adapted and pointed to 
the needs of the individual patient is a valu- 
able part of modern hospital treatment. 
These workers are also in short supply and 
we are having to use less-well-trained auxil- 
iary personnel such as occupational therapy 
aides in order to keep the work going in some 
fashion. Here too, I do not think we are 
educating the registered occupational thera- 
pist out of a job. She will still continue to 
be responsible for these special services to 
the patient but she can do a better job by 
reason of her understanding of the patient’s 
illness. 

The last of the special groups we shall 
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mention are the clergymen who are trained 
in the clinical pastoral training programs. 
Most mental hospitals since their beginning 
have been served by chaplains from the 
ranks of the community. In recent years 
more and more emphasis has been given to 
the training of ministers in mental hospitals 
where they are taught to understand the 
dynamics of mental health and mental ill- 
ness, so that in their daily contacts with their 
parishioners they may be better prepared to 
guide and counsel properly, and to use their 
understanding of the individual as a whole 
person to help him fulfill his religious, moral, 
intellectual, and emotional needs. Bruder 
(7) has said that clinical pastoral training 
“helped the students see how to make avail- 
able the resources of religion, its faith and 
practice, to people in crisis situations—be- 
cause in a real sense he [the pastor] will 
have been prepared to be a physician of the 
soul.” 

Without question the mental hospital 
should act as a source of public education in 
the community. Lectures and mental health 
motion pictures given to parent-teacher as- 
sociations, service clubs, citizens’ associa- 
tions, religious groups, luncheon clubs, 
study clubs, and many others serve to edu- 
cate the local citizens in matters pertaining 
to mental health and mental illness. Semi- 
nars may be arranged for physicians, coun- 
selors, and school principals, for ministers 
and for personnel officers and managers of 
industrial organizations. In this and other 
ways the hospital serves as a fount of psy- 
chiatric information. Barton(8) has recently 
outlined in detail the many advantages to the 


hospital and to the community resulting 
from educational services of the public psy- 
chiatric hospital. 


SUMMARY 


We have discussed the broad outlines of 
educational activities in the mental hospital 
with particular reference to who shall be 
taught. Those to be trained have been di- 
vided into 2 groups: those with no previous 
basic training in psychiatry and those who 
have completed some such training. We 
would conclude that organized staff training, 
continuous inservice training, and education 
of the public are proper responsibilities of 
the mental hospital. 
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EDUCATIONAL ACTIVITIES IN MENTAL HOSPITALS 


II. WHat SHALL Be TAUGHT—DESIGNED OCCUPATIONAL THERAPY FOR THE 
PsycuHIATric TEAM 


DORIS LISTON TAGGART, B.S., O. T. R., AGNew, Cauir. 


Although the title of this paper denotes 
specifically the field of occupational therapy, 
the teaching concepts discussed are applicable 
in general to all the specialized activity thera- 
pies interchangeably labeled rehabilitative, 
adjunctive, or ancillary, which include rec- 
reation, music, industrial therapies, etc. For 
clarification let it be understood that when 
the word therapist is used herein its refer- 
ence is solely to persons engaged in these 
professions. 

It is increasingly apparent to therapists 
working in psychiatric hospitals that special- 
ized training in addition to basic professional 
education is essential ; that adequate psychi- 
atric training has not been available in the 
schools and from the inhospital training pro- 
grams ; and that other hospital personnel are 
not familiar enough with the adjunctive 
therapies. Presented here are ideas evolved 
by therapists in the psychiatric field as sug- 
gestions to meet educational needs. Roughly 
there are 3 main areas where specialized 
training is indicated: communication, the 
team approach, and specific knowledge and 
training applicabie only to therapisis in men- 
tal hospitals. 

One of the most important problems in 
the hospital setting has been the general in- 
ability of therapists and hospital staff to com- 
municate with each other, primarily because 
of the lack of education and training enu- 
merated above. This indicates a necessity 
for more intensive teaching and training 
than is now available. For therapists and 
therapy aides additional education is essential 
in mental illness—pathology, symptomatol- 
ogy, etiology, treatment procedures, and the 
role of interpersonal relationships; in the 
functions of cultural patterns of living as 
applied to groups; in understanding what 
constitutes mental health; and in the struc- 
ture and functioning of other hospital depart- 
ments such as psychology, nursing, and social 


1 Read in the Section on Mental Hospitals at the 
tooth annual meeting of The American Psychiatric 
Association, Los Angeles, Calif., May 4-8, 1953. 


service. For physicians and other hospital 
staff further information should be available 
in the functions and objectives of the adjunc- 
tive therapies, their relationships to each 
other, and their role in the total psychiatric 
treatment program. 

Another objective of teaching should be 
to prepare hospital personnel for compe- 
tent participation in the team approach to 
the patient. There is much talk about “being 
a member of the psychiatric team,” “using 
the team approach,” etc., but all too often 
each therapist continues to follow his par- 
ticular viewpoint without adequate knowl- 
edge or consideration of how this fits in with 
the other treatment procedures in the total 
rehabilitation program. 

As this relates to occupational and other 
therapies, it should be remembered that to 
these therapies is usually given the respon- 
sibility of providing activities when hospi- 
talization has separated the patient from nor- 
mal living routine. This responsibility re- 
quires a planned systematic program that ap- 
proximates the group relationships in the 
work and play of everyday living. Isolated, 
occasional, or haphazard assignments to these 
therapies will not meet these needs. As part 
of the team approach, these facilities must 
be utilized as a portion of the coordinated 
treatment program for the patient’s benefit 
throughout the day. 

The physician must know and assume his 
role in the total treatment program for the 
patient; this includes working with and 
guiding rehabilitation therapists. Unless he 
does this, the effectiveness of ancillary ther- 
apy is diminished. Because of the large 
number of patients, limited hospital staff, 
and other factors, these adjunctive therapies 
often provide the only treatment that reaches 
the majority of patients. Medical treatment, 
psychotherapy, etc., consume only a small 
portion of the patient’s day. The adjunctive 
therapies are available to the physician as the 
most applicable and versatile tool for supple- 
menting medical treatment and providing a 
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balanced program. Psychotherapy, a very 
effective tool, may become more effective 
through the possibilities of the patient’s test- 
ing out his gains in an activity program 
under the guidance of the trained therapist. 

In interpreting the role of ancillary thera- 
pies in the treatment team, it must be empha- 
sized in teaching that the techniques of these 
therapies are best utilized for socialization, 

as guided outlets for emotional tension, for 
diagnostic aid and evaluation to medical staff, 
and for prevocational and avocational ex- 
ploration. These uses are usually presented 
rather loosely as being their basic objectives. 
However, hospital personnel in general do 
not understand the application of therapy 
techniques for these purposes and usually 
feel that their basic value is to provide busy 
work, activity per se., or diversion for the 
patient. Many therapists, particularly those 
without experience, also need inhospital 
training and guidance in order to apply their 
skills more effectively in achieving these ob- 
jectives and in assuming their roles in the 
team. 

Thus it must be clarified in teaching that 
the specific activity in itself does not have 
the intrinsic value in the psychiatric hospital 
that it would have in hospitals treating physi- 
cal illnesses. The primary importance of ac- 
tivities with the mentally ill is to provide op- 
portunities for building socially acceptable 
behavior and improving impaired relation- 
ships. 

Important in achieving a balanced treat- 
ment program for the psychiatric patient is 
teaching hospital personnel to utilize work 
as therapy in its proper perspective. In gen- 
eral, hospital staff today view industrial 
therapy with mixed emotions. Those who 
have seen the results of such extremes as 
the use of patient work assignment solely 
for hospital production and hospital pro- 
grams rather than as part of the patient treat- 
ment plan can well understand why indus- 
trial therapy is such a controversial issue in 
mental hospitals. 

In our society the ability to be self-main- 
taining and the desire to work are considered 
as signs of mental health and a well-inte- 
grated personality. Impairment of the pa- 
tient’s ability and desire to work leads to loss 
of self-confidence, self-respect, security, and 
social status. Thus, the patient’s needs, as 


they relate to the role of work in our social 
structure, make inhospital work an essential 
item for inclusion in his rehabilitation pro- 
gram. The most important factor for con- 
sideration is that the industrial assignment 
must be made as therapeutic as possible for 
each patient. 

Personnel should be taught to evaluate the 
emotional climate of the job situation and the 
psychological needs of the patient, and should 
be guided in correlating the two in industrial 
assignment. It is necessary that hospital 
staff develop an attitude of patient-orienta- 
tion rather than job-orientation with the job 
fitted to the patient. With this attitude and 
this method of patient assignment our goal 
of industrial therapy will be realized. In ad- 
dition, the patient whose needs are met in 
his work will be more productive than the 
one who is simply assigned to a job, and 
the hospital may receive as a by-product of 
industrial therapy some economic benefit. 

To further utilize work as therapy, hospital 
personnel should be taught to make job 
analyses of the various work activities in 
the hospital and to apply these to meet the 
needs of the patients for retraining in pre- 
viously learned skills and techniques, and for 
prevocational and vocational training. To 
expand the vocational aspects of industrial 
therapy, hospital staff should be trained to 
work with vocational rehabilitation officers 
for making proper patient referrals and for 
coordinating the patient’s inhospital training 
with that planned for him in the community 
when he leaves the hospital. 

Finally, since industrial therapy is often 
the patient’s last treatment prior to leaving 
the hospital, the staff should be trained to 
utilize the industrial therapy assignment as 
a test for the patient. Here, under super- 
vision, the patient’s growth in many areas 
can be tested, e.g., in his ability to meet job 
requirements and to accept job responsibili- 
ties, and in his ability to handle group re- 
lationships at work—all of which can be 
valuable in determining the patient’s readi- 
ness to leave the hospital. 

Although all the foregoing discussion is 
pertinent to therapists and aides in therapy, 
the mental hospital, particularly the large 
state hospital, by its very structure and ad- 
ministration presents problems that thera- 
pists would not usually face in other hospital 
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situations. Therefore, it is essential that the 
therapists be equipped in every way possible 
to handle these problems inherent in the men- 
tal hospital in order to obtain the maximum 
benefits from their specialized skills. 

In general, schools and hospital intern 
programs train the occupational and other 
therapists for intensive treatment with the 
individual patient or with small groups. Thus 
the therapist arriving for duty in a state hos- 
pital finds herself in a situation where pa- 
tient overpopulation and limited staff prevent 
much intensive work with individuals. Many 
therapists become extremely dissatisfied with 
their work because of the frustrations en- 
countered. A more extensive training is in- 
dicated to acquaint the therapists with group 
therapy, its values and handicaps, to enable 
them to utilize it effectively with their spe- 
cialized techniques. 

Many of the problems of mental hospitals 
previously mentioned, such as overpopulation 
and limited personnel, plus the fact that the 
physical plant, materials, and equipment 
available for use of adjunctive therapies are 
usually far from what is to be desired, de- 
mand that therapists be extremely resource- 
ful and adaptable in order to achieve effective 
therapy programs with minimum facilities. 
It is generally agreed that each person is born 
with innate capacities and abilities and that 
most people require training for develop- 
ment. Thus it is necessary that teaching and 
training emphasize knowledge and methods 
that will aid the therapists in developing re- 
sourcefulness. Therapists must be resource- 
ful in many areas, e.g., in adapting existent 
materials, equipment, and therapy facilities 
for multiple purposes ; in remodeling and re- 
pairing equipment ; in utilizing scrap, salvage, 
and obsolete materials for new purposes ; and 
in training volunteers and patients for leader- 
ship under supervision in order to expand 
and provide variety to activity programs. Fi- 
nally, relative to the intangible, therapists 
need guidance in adjusting and acclimating 
themselves to the frustrations, changes, and 
varying needs presented by psychiatric pa- 
tients and mental hospital conditions. 

Another field in which it is felt that thera- 
pists and therapy aides have not had adequate 
background is knowledge relating to adminis- 
trative detail. Schools and, in particular, hos- 
pitals should make available more adequate 


information and guidance pertinent to budg- 
eting, procedures for requistioning supplies 
and equipment, sources for materials, pro- 
fessional reporting, charting patients’ prog- 
ress and reactions, inservice training for 
employees and students, principles of super- 
vision, etc. 

With the field of occupational therapy in 
particular, it has become obvious that the 
teaching curricula and the student and in- 
service training programs need to be re- 
evaluated in relation to their present empha- 
sis on the role of arts and crafts media. Psy- 
chiatrists and therapists have realized that 
the occupational therapy program in many 
mental hospitals is centered almost exclu- 
sively around the use of arts and crafts, 
limiting the flexibility of treatment and ignor- 
ing many of the basic connotations implied 
by the term occupational therapy. 

It is admitted that arts and crafts have a 
definite and valuable place in the occupational 
therapy program. They are important in the 
acute stages of illnesses and for the patients 
on medical treatment in establishing contact, 
in providing opportunities for socialization, 
and in offering the patient creative outlets for 
expression. Arts and crafts are also a method 
of enriching the patient’s life through new 
avocational interests. However, the primary 
purpose of these media should be as a means 
to preparing the patient for other steps in a 
graded treatment plan leading toward an 
end—either return to the community or, for 
the long-term patient, better inhospital ad- 
justment. Thus the occupational therapy de- 
partment and the occupational therapists who 
follow only arts and crafts work have limited 
their value as members of a psychiatric treat- 
ment team. 

Occupational therapists need further 
knowledge, training, and guidance in expand- 
ing their programs to include instruction in 
practical activities and preindustrial and pre- 
vocational training programs. 

There is a large group of psychiatric pa- 
tients, both men and women, who will not 
need prevocational or preindustrial training. 
Included are the women who will return to 
being housewifes and mothers, and the men 
and women who will return to previous jobs 
and professions. Many of this group may 
have had economic problems that they were 
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poorly equipped for handling and that may 
have been contributing factors in their ill- 
nesses. Many patients in this group can bene- 
fit from acquiring practical knowledge and 
skills pertinent to their role in the family and 
the community. For these patients occupa- 
tional therapy should provide a variety of 
courses of a practical nature, e.g., for 
women: child care, household management, 
food preparation, sewing, and home decora- 
tion ; for men: woodworking, painting, wall- 
papering, gardening, and upholstering. Ac- 
tivities of this nature have an excellent carry- 
over into the patients’ home life and can be 
of value both economically and in assisting 
them in reassuming their role in the family 
and the community. 

It is essential that occupational therapists 
adapt their programs to work closely with in- 
dustrial therapy and vocational rehabilitation. 
Arts and crafts techniques should be care- 
fully analyzed and used for their effective- 
ness as graded treatment leading to prein- 
dustrial training. The media should be uti- 
lized for testing manual dexterity, attention 
span, work tolerance, ability to accept and 


follow instructions, responsibility, and other 
factors. In addition the techniques should be 
used as actual pretraining in. skills. Occupa- 
tional therapists must also return to main- 


taining as an actual part of their program 
preindustrial and prevocational training 
shops. A variety of elementary skills should 
be offered so that when patients are ready for 
industrial assignment they will have some 
knowledge and simple skills related to the 
job. This will enable the industrial super- 
visor to train the patient more effectively 
and will ensure a more carefully graded 
treatment program. As part of the over-all 
program occupational therapists need guid- 
ance in making referrals to physicians and 
industrial therapists on patient progress, ap- 
titudes and interests, and readiness for in- 
dustrial assignment. 

Unless occupational therapists and others 
realize the value of expanding occupational 
therapy facilities in mental hospitals to in- 
clude programs of this nature and work to- 
ward achieving this expansion, occupational 
therapy will become limited in its versatility 
and applicability as a treatment tool. 

In summary, while we have outlined the 
3 areas: communication, team approach, and 
specific teaching and training; in actuality, 
they are 3 interdependent aspects of a teach- 
ing goal that must be achieved in order to 
provide an occupational therapy or adjunc- 
tive therapy program designed for the psy- 
chiatric team. 
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III. How iT Be TauGut?P * 
KARL M. BOWMAN, M.D., San Francisco, CAcir. 


In the two previous sections of this sympo- 
sium Dr. Duval has mentioned the large num- 
ber of positions for which some type of 
training should be given in the hospital ; and 
Mrs. Taggert has limited her discussion 
largely to what shall be taught to the occupa- 
tional therapist. Manifestly, there is not 
enough time to discuss how one will teach 
all the different groups mentioned by Dr. 
Duval, and so, after first discussing some 
broad principles that apply to all groups, I 
shall also discuss rather specifically how one 
will teach the occupational therapist for that 
part of his training that takes place in a 
psychiatric hospital. 

For over 30 years I have been associated 
with psychiatric hospitals that were affiliated 
with medical schools and that carried out 
training in many ancillary fields of psychi- 
atry. Hospitals have their individual person- 
alities and their individual atmospheres. This 
is true not only from the standpoint of the 
patient and his treatment, but also from the 
standpoint of training. 

This atmosphere of a teaching institution 
is one of the first intangibles that I would 
emphasize. The more and different types of 
teaching that go on in such a hospital, the 
greater the chances of eech individual spe- 
cialty to offer better training. If medical 
students, nurses, social workers, psychol- 
ogists, occupational therapists, and others are 
all being trained in a particular institution, 
something comes from the association of 
these different groups. By being thrown 
together with students of other disciplines 
who are learning their specialties associated 
with the field of psychiatry, the student gets 
a much broader background for his training 
and a greater realization of the teamwork 
engaged in by all of the varied groups. The 
discussions and interchanges of opinion with 
students from other groups are of the great- 
est value, and in such an atmosphere we may 


1 Read in the Section on Mental Hospitals at the 
1ooth annual meeting of The American Psychiatric 
Association, Los Angeles, Calif., May 4-8, 1953. 


say that the student often acquires a great 
deal by a process of absorption. 

It is obvious that there must be persons 
to carry out the teaching and training of the 
various groups. Without question the selec- 
tion of the personnel who do the training and 
teaching is of the greatest importance, and 
many institutions that are otherwise not out- 
standing may be among the finest for train- 
ing because of the personality and skill of the 
teachers. There is probably common agree- 
ment on what is the ideal type of teacher and 
I will not spend the rest of the time in a 
discussion of the traits one wishes in such a 
person. 

One may further say that, in training, 
example is more important than precept. If 
the important figures in the hospital exem- 
plify the higest ideals in psychiatry and the 
affiliated groups, the student will commonly 
seek to imitate the conduct he sees in these 
individuals. Osler was one of the outstand- 
ing teachers of medicine of all time. His 
humanitarian attitude, his kindness, and his 
tolerance of others were copied by a great 
number of those who trained under him—a 
good example of how the personality of the 
teacher and his behavior affect the students 
far beyond the technical teaching of his spe- 
cialty. It was Emerson who said, “What 
you are stands over you the while and thun- 
ders so that I cannot hear what you say to 
the contrary.” It is possible to give excellent 
didactic instruction to pupils about how they 
should conduct themselves and then by one’s 
own behavior and attitude undo the good 
effect of any of the formal teaching. Such 
a teacher is usually regarded by the pupils as 
a bad example and one not to be followed. 

Several ways of teaching should be listed 
and briefly discussed. There are the formal 
didactic lectures, the reading of textbooks, 
varying types of seminars and conferences, 
the observation of others carrying out special 
procedures, and, finally, the doing of things 
by the student himself. All these procedures 
are important and all should be used in a 
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training program. In general, formal didac- 
tic lectures are being used less and less in 
teaching. If there are large groups and a 
limited number of instructors the lecture 
method must be used for certain parts of the 
program, preferably for instruction in fun- 
damentals. Likewise a certain amount of 
information can quite properly and satis- 
factorily be given by formal lectures. 

At the present moment there is an amusing 
reversal in medical education. In most of the 
medical schools, students are getting fewer 
formal lectures, are watching fewer oper- 
ations, are making more examinations of pa- 
tients. On the other hand, in many of our 
hospitals interns and residents are doing less 
work with patients and are spending more 
and more time sitting around listening to 
lectures and participating in conferences and 
seminars. Where more formal lectures are 
being introduced, it is being done with a claim 
that actually better teaching and training are 
being given the student. I am not sure that 
this is always the case, and I view with a 
good deal of suspicion the present trend of 
resident training, which puts less and less 
emphasis and time on working with patients. 

The reading of textbooks and current lit- 
erature is obviously an important part in any 
training program. Time should be allowed 
to permit the student to become familiar 
with what has been and is being writ- 
ten about his specialty. It is probable that 
some degree of checking on the reading and 
the use of such a device as the journal club 
would be helpful in getting the students to do 
more reading. One of the important points 
to keep in mind is that, when students finish 
formal training and go into the practice of 
their profession, their ability to keep abreast 
with what is being developed in their spe- 
cialty will depend to quite an extent on 
whether they have formed good habits of 
reading and keeping up with the related 
literature. 

Seminars, conferences, and small group 
discussions are an important part of a train- 
ing program. There has been a steady in- 
crease in their use during the past few years 
and they are replacing many of the formal 
lectures. There can be no question of the 
great value of this method of teaching. The 
only question is how much time should be de- 


voted to them and whether at present the 
trend is to increase their use so that they oc- 
cupy a disproportionate part of the training 
program. 

The observation of others who are carry- 
ing out special procedures is indeed impor- 
tant. I know of one professor of neurology 
who does a large part of his teaching by 
having students watch him do a neurological 
examination. The professor explains the 
tests that are being done and the interpreta- 
tions that can be made from them. Although 
watching a highly qualified and skilled person 
carry out a procedure is of the greatest value, 
this has been greatly overdone in some fields 
such as surgery. It seems probable that the 
use of colored television will revive consid- 
erably the teaching of surgery by having 
students watch the skilled surgeon carry out 
an operation, especially since the field is 
greatly enlarged and easily visible to all of 
the students and the professor can explain 
each step in the operation. An additional 
valuable device is a two-way microphone so 
that students may ask questions, or the in- 
structor may question students as the oper- 
ation proceeds. 

Granting full credit to this method of 
teaching, the final stage, learning by doing, 
necessarily follows. This part of training has 
at times been emphasized to the exclusion of 
other techniques, but in general I think it has 
been underemphasized and there is need to 
point out that no one has ever learned how to 
do a thing until he has actually done it him- 
self. To be sure, some of the old apprentice 
types of iearning in nursing and social work 
were largely a way of getting cheap labor. 
On the other hand, they did allow a great 
many students to develop a sense of respon- 
sibility and a ski!l that many would not have 
achieved under more formal and supervised 
training. The late C. Macfie Campbell used 
to emphasize that training students was like 
feeding them ; that some teachers insisted on 
spoon-feeding the students while others set 
excellent food out on the table and then let 
the students help themselves. This latter 
technique was employed by Dr. Campbell 
during the 14 years I worked with him at the 
Boston Psychopathic Hospital. Perhaps be- 
cause of this association with him I have 

myself come to emphasize learning by doing, 
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thus giving the student some degree of in- 
dependence, treating him as a grown-up and 
not as a child. 

The apprentice type of training for nurses 
and social workers was discredited on the 
ground that the students were being ex- 
ploited, which was to a considerable extent 
true. Nevertheless, I think that a great many 
of these nurses and social workers became 
extremely competent. However, exploitation 
of the nurses as cheap labor caused the pen- 
dulum to swing violently in the opposite di- 
rection. This was equally bad, if not worse. 
There developed in some places the attitude 
that to allow the student nurse to do anything 
useful was exploiting her. The student nurse 
was accordingly given much theoretical in- 
struction ; she hung around on the fringes but 
was very limited in her participation, and did 
comparatively little learning by doing. Thus 
many nurses were graduated who had never 
really taken full responsibility for a ward of 
patients and who were not equipped to go out 
and actually assume the role for which they 
had been trained. I remember some 15 years 
ago at Bellevue I finally persuaded the nurs- 
ing staff and the teachers to allow the student 
nurse to run a number of the psychiatric 
wards on Saturdays. The student nurses 
were all much interested in doing this, and 
they were able with slight supervision to do 
it in a very satisfactory manner. My argu- 
ment was that to graduate a nurse as trained 
and qualified to go out and carry on nursing, 
without ever having given her really adequate 
experience and responsibility, was not tair ta 
the nurse or to her prospective patients. 

It is a difficult problem to know what is the 
proper proportion of time to be given to each 
of the techniques I have mentioned. It will 
not be the same for all the groups that are to 
be taught the various specialties. I am sure 
that there will be a great difference of opinion 
concerning this point. Perhaps we cannot 
say that there is one best way of teaching 
and that all other ways are inferior. In al- 
most all techniques of teaching and train- 
ing there are both advantages and dis- 
advantages. For my part, I would be opposed 
to any attempt to rigidly standardize training. 
I believe that we need a number of training 
centers whose techniques of training are 
somewhat different. It is by such variations 


that we learn and progress in our methods. 
Once we accept rigid standardization we be- 
come fixed and sterile and fail to progress. 

Another general principle in teaching is, I 
think, that we should individualize the type 
of training. What is good for one student 
may not be good for another. Some students 
become easily discouraged, and unless some- 
one is there to supervise and help them over 
difficulties they may fail completely. Other 
students, however, do their best work only 
when things are difficult, and when they feel 
a sense of chalienge. Ideally, then, we should 
pay attention to the personalities of our 
students and adapt our teaching to them as 
individuals rather than set up a rigid pro- 
gram and insist upon conformity. 

In recent years considerable emphasis has 
been placed on orientation programs. Per- 
sons coming intc a training program should 
have some orientation to the hospital setup 
and the place of their training program in the 
over-all plan of the hospital. What is ex- 
pected of them should be clearly defined. 
They should know what their rights and 
privileges are and their relationships with 
other persons. Lines of authority should be 
explained to them. There should be a spe- 
cific assignment of work. It must be made 
clear what the purpose of the hospital is— 
that it is to help patients get well. The stu- 
dent in occupational therapy may want to 
make a great artist out of the patient. This in 
itself is not harmful, but the point for the 
student to keep in mind is that his work with 
the patient is for the purpose of getting the 
patient well, not to make him an expert 
craftsman. These are some of the general 
points about the training of various groups 
in a mental hospital. 

When we come to the training of a single 
group such as occupational therapists, we 
can perhaps be more specific about the way 
in which they should be taught. A stable, 
well-organized treatment program is assumed 
as a matter of course. This involves a regular 
program of activities that contacts as many 
patients as possible and is individualized to 
meet each patient’s needs insofar as possible. 
There should be a good relationship and com- 
munication between members of the ther- 
apeutic team that will facilitate referral of 
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the patient by the physician, establishment 
and adaptation of treatment, and exchange of 
observations on the patient’s behavior. 

The occupational therapy trainee in this 
program should be allowed to carry some 
responsibility and at times even do some su- 
pervising of work in order that he may learn 
as much as possible about his role in psy- 
chiatric treatment and be able actually to 
treat patients to the best of his capacity. The 
supervision of the student should be close 
enough that the staff member is aware of 
both the strength and weaknesses of the stu- 
dent’s work, but it should not be so close as 
to discourage the student from using his own 
ingenuity and initiative. There should be 
regularly scheduled opportunities for the 
trainee to review his knowledge of psychiatry 
in terms of his current clinical experience. 
This may be done by means of classes, dis- 
cussion groups, and conferences. Some of 
these should be limited to the occupational 
therapy group, but others should be in con- 
junction with groups such as nurses’ classes, 
special lectures, and psychiatric movies. The 
student should be taught how to study and 
analyze the case material with which he is 


working. Methods for writing up and de- 
scribing the patient’s behavior are an impor- 
tant aspect of training. He should at times 
participate in the case presentations to the 
rest of the hospital staff. 


The main emphasis of the training in the 
occupational therapy department itself is to 
teach the students : 

1. To think of their activities in terms of 
the way they may be used to help the patients. 
For instance, lathe-turning is a skill and an 
interesting activity in itself; it takes a good 
deal of work simply to teach the techniques. 
The occupational therapy student should also 
learn when this particular activity may be of 
specific value to a hostile, aggressive, par- 
anoid man. 

2. To adapt the emphasis of the particular 
activity as the patient changes. For instance, 
the confused patient may have been started 
on a simple clay project that involves rolling 
a piece of clay and pressing it into a simple 
mold. As he becomes more able to function 
he should be graduated into a project requir- 
ing more skill, for example, designing and 
building a bowl, which requires more plan- 
ning and coordination than did the earlier 
piece. 

3. To maintain the actual physical facil- 
ities of the department and to know how to 
make the fullest use of supplies and equip- 
ment available. 

4. To use and understand the need for 
records. 

5. To learn the importance of interpreting 
the work of the department to the rest of the 
hospital and also to the community. 
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Despite tremendous strides in the institu- 
tional care of mental patients during the past 
25 years, there has not been anything like a 
comparable advance in specific therapies or 
understanding of mental illnesses. This fail- 
ure to produce new and significant informa- 
tion about causes and cures may be due in 
part to improper classification of the patients 
being studied rather than to unsuitable testing 
techniques. There exists a considerable body 
of evidence that seems to indicate that this is 
the case: 


1. Although the most convincing “proof” 
that the present system is inadequate will be 
the substitution of a more productive one, 
the paucity of real progress despite promis- 
ing leads suggests that the present classifica- 
tion may be the major deterrent. 

2. Sharp disagreements as to how particu- 
lar patients are to be diagnosed as well as 
striking variations of diagnostic statistics 
from hospital to hospital indicate that the 
criteria for diagnosis are poor.® Vague cate- 
gories would give rise to just such vague 
criteria. 

3. The theories “justifying” these cate- 
gories do not actually require that these par- 
ticular diagnostic groups, and no others, be 
used. It is a weakness of both the system of 
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6In Maine only 3% of patients are diagnosed as 
“involutional,” in contrast to 24% of the patients in 
New Hampshire state hospitals. Patients in Men- 
tal Institutions Federal Security Agency, Public 
Health Service, National Institute of Mental 
Health, 1949. 


classification and the theories that they are 
not more intimately related. 

4. If the assumption is made that the pres- 
ent classification is inappropriate, many puz- 
zling and apparently contradictory facts can 
be explained, such as the following: 

(a) Differences in test results by different 
investigators (or even by the same investi- 
gator on different occasions) would result 
from inadequacy of a diagnostic system since 
fundamental differences might still exist be- 
tween groups of supposedly similar patients. 
The frequent disagreements and “failure to 
confirm,” despite exact repetition of test 
techniques, suggest this to be the case. 

(b) The low level of statistical significance 
of differences between test and control groups 
suggests “impurity” of the diagnostic cate- 
gory rather than either imperfections in test- 
ing technique or the choice of tests. In those 
few instances where a currently used cate- 
gory does appear adequate (as in general 
paresis) positive findings are specific and are 
present in all cases instead of only a pro- 
vocatively small portion of the cases. 


Deliberate effort should be made to estab- 
lish and empirically justify a more adequate 
diagnostic system. This is an extensive as 
well as an expensive procedure and certainly 
does not require that all other research be 
suspended until such a system is found. It 
does, however, impose an obligation on in- 
vestigators in this field: that patients selected 
for research should neither be chosen nor de- 
scribed solely in terms of these categories. 

In the absence of certainty as to what the 
important variables are, patients should be 
described as completely as possible. At pres- 
ent, only sex and age are customarily given. 
The itemization of a large number of ap- 
parently nonrelevant attributes is strongly 
discouraged by editors as well as neglected by 
the investigators themselves. It can only be 
suggested that relationships will become evi- 
dent only if sought for. If such ancillary 
data are refused publication, they can at least 
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be investigated, indication given that they 
have been obtained and notation made of 
significance (or lack of it). Data reported 
only in terms of means, modes, medians, or 
averages of patients as a diagnostic group 
will be of no further use if the particular 
diagnostic category is discarded whereas, 
also, test results should be described in rela- 
tion to individual patients as well as in rela- 
tion to diagnostic groups. 

Any attribute (described or undescribed) 
must be considered as potentially influencing 
test results unless it has been investigated and 
found to be unrelated. The greater the num- 
ber of such uncontrolled variables the more 
difficult it is to evaluate the known and the 
controllable factors. Significant relations will 
become much more evident if they are not 
diluted by extraneous influences. Thus the 
population selected for study should be as 
homogeneous as possible. When they cannot 
be reduced in number the range of response 
within the variables should be limited so far 
as possible. 

It may be objected that the very variables 
for which one is searching may be eliminated 
if this technique is used. This is not the case. 
If important attributes are inadvertently held 
constant those that are varied may prove un- 
related in future testing and will no longer 
need to be controlled. By systematically re- 
peating this procedure, “releasing” one vari- 
able at a time, the important ones will evi- 
dence themselves. Once a relationship has 
been dernonstrated, it is necessary to test the 
validity of a conclusion for groups of patients 
weith other attributes to determine its gen- 
erality. If there are additional significant re- 
lationships, these will be recognized as the 
different groups (with their different limiting 
criteria) are investigated. 

What should be the limiting criteria used 
initially to try to select a relatively “homo- 
geneous” group of patients? Despite all the 
controversies, there is agreement that, among 
mental hospital patients, some of the probably 
important variables are as follows: sex, age 
on admission, duration of hospitalization, 
present age, and continuity of hospitalization. 

By limiting the range of each of these 5 
variables, particularly if patients are selected 
from a currently accepted diagnostic cate- 
gory, it is possible to increase greatly the ho- 


mogeneity of a patient population. The choice 
of range to be used for each of these variables 
should be determined by the nature of the 
study to be undertaken. Later in the paper, 
reference is made to the Rockland State Hos- 
pital Research Facility (see Appendix 2) in- 
vestigation, and the reasons for particular 
range choices are given as one example of 
how such ranges can be determined. 

Once the criteria have been decided upon, 
the entire available population of patients in 
the hospital who fall within these limits 
should be determined. There is a great dan- 
ger of unconscious bias and the unknowing 
use of other criteria, if, for instance, “the first 
10 patients” who meet the qualifications are 
taken as a sample. From this group that sat- 
isfies the requirements, there are 4 means of 
selecting a sample: 


1. Randomization—by use of a table of 
random numbers or some other arbitrary 
method the number of patients needed for 
the sample is drawn from the population. 

2. Representativeness—by the introduc- 
tion of additional criteria (such as marital 
status, weight, blood count), a sample is se- 
lected such that these additional criteria are 
present in the sample in a known proportion 
to the total population decided upon. 

3. Predetermined criterion—if a particular 
attribute (such as blood type, or basal meta- 
bolic rate, or sibling order) is the focus of 
the study, then the sample can be selected to 
provide the widest range of this particular 
factor. 

4. Cluster analysis—a number of variables 
may be interrelated and “types” of patients 
evolved by multivariate analysis. Once such 
types or clusters have been established, a 
sample can be chosen by random selection 
from each of the clusters separately. 


Should the selection of research popula- 
tions and samples by such a procedure prove 
of value, new limiting criteria could be added 
as they become evident, so that the problem 
of classification and investigation of mental 
diseases could be carried on simultaneously. 

The steps in giving effect to this design are 
briefly summarized as follows: 

1. Primary limiting criteria—Since no 
study can include every possible type of sub- 
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ject, it is important to describe the parameters 
of the group actually studied. The limits of 
the parameters as well as their choice should 
be determined by the objectives of the par- 
ticular study. In investigations of hospital 
patients with mental disease, however, there 
are certain criteria that are probably perti- 
nent in all cases. If these were universally 
observed, it would greatly simplify the re- 
duplication of patient groups. These minimal 
limiting criteria include age on admission, 
duration and continuity of hospitalization, 
sex, and present age. New criteria could be 
added as they were demonstrated as perti- 
nent. 

For a different class of patients (e.g., clinic 
patients, untreated patients), it is obvious 
that different limiting criteria should be 
agreed upon as minimal. 

2. Primary rejecting criteria.—All sub- 
jects in the available population who meet the 
primary limiting criteria are then examined 
to determine their suitability as test subjects 
in the particular study. In certain investiga- 
tions, patients who satisfactorily meet the 
limiting criteria may be unsuitable because of 
other attributes that confuse the findings. 
Unless the objectives of the study involve 
determining relationship between severe so- 
matic disease and mental illness, patients with 
such conditions as tuberculosis, cancer, or 
other serious illness, should be rejected. Even 
when the study attempts to relate a particular 
somatic condition to some aspect of mental 
illness, a rejection criterion is necessary to 
eliminate concomitant conditions that would 
also confuse results. 

3. Sample selection—As previously indi- 
cated, one of the 4 following methods should 
be used: (a) randomization, (b) represen- 
tativeness, (c) predetermined criterion, (d) 
cluster analysis. 

4. Sample rejection.—It is often impracti- 
cable to examine large numbers of patients to 
determine whether or not still other factors 
are present that also would lead to their re- 
jection from the population to be studied. For 
instance, a particular test procedure might re- 
quire a permit from the family. In addition to 
the effort involved in obtaining several hun- 
dred permits, it would be difficult to explain 
to a patient’s family why the permit was not 
used, after it was obtained. In a case of this 


sort, it is much simpler first to select the 
sample and then reject from it those patients 
for whom the necessary permits could not be 
obtained. It is important that these individ- 
uals actually be completely rejected from the 
sample, and not be retained as a “control 
group.” If the sample is to be divided later 
into test and control groups, it is essential 
that the 2 groups actually be drawn from the 
population. Unless permits" have been ob- 
tained for both groups, the population is not 
the same. This, of course, introduces what 
may be an extraneous and nonrelevant re- 
jecting criterion, but the 4 methods of sample 
selection all implicitly assume that any sys- 
tematic bias is made explicit in either the 
limiting or the rejecting criteria. 

A patient may be rejected from the sample 
for reasons other than lack of permit, such as 
the following: 

A. Unavailability—(1) The patient may 
be on the rolls of the hospital but actually off 
the grounds on visit. (2) The patient may be 
permitted short but frequent home visits and 
so may be questionably available when certain 
of the tests are to be administered. (3) The 
patient may be too disturbed to be a fit sub- 
ject for the tests. (4) The patient may be 
known to be leaving the hospital (by transfer 
or discharge) prior to the termination of the 
experimental period. 

B. Failure of confirmation of primary 
limiting or rejecting criteria—It may de- 
velop, for instance, that physical examination 
of patients whose clinical records indicated 
no somatic illness reveals that they were ac- 
tually suffering from hitherto unsuspected 
cancer or tuberculosis. It would have been 
impracticable to include detailed physical in- 
vestigation as a primary limiting criterion 
since this might involve hundreds or thou- 
sands of hours of medical tests. The same is 
true for all the other primary limiting criteria 
and therefore individual and detailed exami- 
nation of the records and person of a patient 
initially selected may require his rejection 
from the sample. 

C. If the therapy is to be evaluated, un- 
likelihood of placement outside the hospi- 
tal_—Until more adequate methods are de- 
veloped, the best crude index of evaluating 

7 Although the problem of explaining to families 


why the permits granted by them were not used is 
not entirely eliminated, it is markedly reduced. 
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improvement remains whether or not the pa- 
tient improves sufficiently to leave the hos- 
pital on short visits, on extended visits, or to 
be discharged as no longer needing hospital 
supervision. In a number of recent studies, 
it was found extremely difficult to evaluate 
the beneficial effects of a particular therapy, 
since it was impossible to provide facilities 
whereby the patient’s extramural adjustment 


PRIMARY LIMITING CRITERIA 


As has been stated, the primary limiting 
criteria for the type and range of subjects 
should be determined by the objectives of the 
study. The major objective of the Research 
Facility at the Rockland State Hospital is to 
develop a unioperational system for the de- 
scription of personality organization. It was 


TABLE 1 
Synopsis OF PATIENT SELECTION PROCEDURE 


General 
Total Population 
hospital rolis 
Reduced by 


Primary Limiting Criteria . sex 


age on admission 
. duration of hospitalization 


yielding . present age 


currently accepted diagnostic category 


Test Population 
total population 
Reduced by 
Primary Rejecting Cri- 
teria 
The remaining undergo 
Sample Selection by one 
of the following proced- 
ures : 
. randomization 
. representativeness 
. predetermined criteria 
. cluster analysis 


Procedures 1-4 


Screened by 
Sample Rejection . lack of permit 


. unavailability 


. failure of confirmation of primary limit- 
ing or primary rejecting criteria 
. unlikelihood of pla¢ement (if concerned 


yieldnmg 


Suggested for Mental Hospitals 
Entire population of patients currently on 


I 
2 
3 
4 
5. continuity of hospitalization 
6. 
A 


relatively homogeneous segment of the 


Somatic complications 


Rockland Project 
Specifications 


Approx. 7,500 patients 


. male 

. older than 16 

. more than 3 years 
20-35 

. more than 3 years 
. schizophrenia 


Approx. 350 patients 
Somatic complications 


Procedure 4 
(cluster analysis of 
biosocial attributes) 


1. lack of permit 

2. unavailability 

3. failure of confirma- 
_tion (see left) 

4. not applicable 


with evaluation of therapy) 


Test Sample Test Sample 
could be evaluated, since no one was available 
to accept the responsibility of caring for the 
patient outside the hospital. Adequate social 
service investigation of each patient is there- 
fore necessary to ensure that the family is 
not only willing but also suitable to take care 
of the patient should he improve. 

5. Sample replacement.—The original 
process of sample selection should always be 
continued beyond the actual number of cases 
desired, so that alternates are available in 
case of sample rejection. 


The Rockland State Hospital Research 
Facility has carried out this as outlined in 
Table 1. 


Test Sample 


agreed that this study should use an homo- 
geneous group of patients as the initial group. 
The range of the primary limiting criteria 
was selected as follows to accomplish this 
end: 

Age.—Since we wish to avoid the bio- 
chemical, physiological, and psychological 
disturbances of adolescence, only patients 20 
or more years of age at the time of initiation 
of the study are to be included. By setting 
the upper age limit at 35, we minimize the 
possibility of including subjects who may be 
undergoing either involutional changes or 
those due to aging. 

Sex.—Other work has suggested that 
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many of the functions we wish to measure are 
cyclic or periodic in nature. Therefore, it is 
obviously simpler to study males rather than 
females since the menstrual cycle would com- 
plicate analyses of test results. In addition, 
we have found that ward management as 
well as ease of obtaining permits for research 
procedures is simpler with male patients. 

Age on Admission—When patients are 
admitted to a mental hospital at an early age, 
it may be because of unusual social circum- 
stances. Further, the type of illness from 
which these individuals suffer may be dif- 
ferent from the disease of individuals who 
are not hospitalized until they are somewhat 
older. It was therefore decided in order to 
increase the homogeneity of the population 
that individuals who were first admitted to a 
mental hospital before the age of 16 were not 
to be included. 

Duration of Illness —After the first 3 
years of hospitalization, the probability of 
discharge reaches a stable level of about 10%. 
Therefore, it is from patients hospitalized for 
at least 3 years that subjects will be selected 
with the expectation that the research group 
will remain reasonably intact over the fairly 
extended period of time that it is anticipated 
that the study will require. Selection on this 
basis also serves to some degree to separate 
the “acute” from the “chronic” forms of 
mental illness. 

Continuity of Hospitalization.—Patients 
who are not continuously in the hospital have 
been subjected to relatively uncontrolled and 
unobservable social and physical influences, 
as contrasted with continuously hospitalized 
patients. Since homogeneity of recent en- 
vironment is also desirable, subjects are 
chosen who have not been out of the hospital 
(or at most for a very brief period) during 
the minimal 3 years of required hospitaliza- 
tion. There is also greater expectation that 
these patients will be in continuous residence 
during the period of study. 

Diagnosis.—Schizophrenia (dementia prae- 
cox) is the only diagnostic category that has 
a large enough population for the selection of 
an adequate sample, since the subjects must 
also meet the other primary limiting criteria. 
Further justification for use of these patients 
is that schizophrenia constitutes one of the 
most insoluble of psychiatric problems, and 
successful description and understanding of 


this condition could open the way for under- 
standing of other mental diseases. 

The utilization of these primary limiting 
criteria naturally results in the selection of a 
small but relatively homogeneous segment of 
the total hospital population (approximately 
350 of the 7,500 Rockland patients). The re- 
liability of conclusions drawn about this par- 
ticular population would be increased because 
of its relative homogeneity. However, before 
generalizing about any findings, it would be 
necessary to test such conclusions as to their 
validity for other and different segments. 

It is not only possible but highly probable 
that some of the other segments would pro- 
vide different results. The range or variable 
in which this new group differs from the 
original segment would be a demonstration 
of its significance as a pertinent variable that 
would be worth further investigation. In 
those segments that yielded essentially the 
same data the differences in range or variable 
of the criteria for selectior. would be non- 
pertinent for those methods used to test the 
subjects and could be omitted in the selection 
of patients for future investigation of sub- 
jects for these particular test procedures. 


PRIMARY REJECTING CRITERIA 


Since it is not a primary objective of the 
present study to determine relationships be- 
tween somatic disease and mental illness, and 
since the inclusion of such subjects would 
complicate analysis of the data, patients suf- 
fering from somatic conditions that might 
distort or obscure physiological, biochemical, 
or other data have been rejected. 


SAMPLE SELECTION 


Our method for developing a uniopera- 
tional frame of reference involves multivari- 
ate (cluster) analysis both in the selection of 
patients for the sample and of the data ob- 
tained from the sample. Patients are to be 
classified according to certain biosocial cri- 
teria as listed in Appendix 1. 

On the basis of a similar type of analysis 
done on an entirely different group of pa- 
tients, there is evidence that patients with 
these attributes do fall into clusters. It is not 
likely that all the patients will possess full 
membership in a cluster nor that all the attri- 
butes will contribute to the clustering, but it is 
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expected that significant clusters will emerge. 
To insure against unconscious bias the order 
of patients within each cluster will be de- 
termined by reversing the last 3 digits of the 
case folder numbers. By applying a table of 
random numbers to patients thus ordered, a 
sample will be selected from each cluster. 
This sample will be so selected that the same 
number of individuals will represent each 
cluster (regardless of the actual population of 
the cluster). A minimum of 4 individuals 
must be selected from a cluster since this is 
the minimal number for statistical manipula- 
tion. The maximum number of individuals 
selected for each cluster will depend upon the 
total number of clusters found (up to a total 
of between 25 and 30 patients, which is the 
maximum the research ward is designed to 
handle): 1.e., 7 clusters allow a sample of 4 
patients, 6 clusters allow a sample of 5 pa- 
tients, etc. If less than 4 individuals display 
the same attribute patterning, it will be noted 
that there is evidence of a potential cluster 
but the experimental design is such that this 
cluster cannot be used in this study.® 


SAMPLE REJECTION 


The problem of patients being unavailable 
for testing has been largely avoided by setting 
as a primary limiting criterion the require- 
ment that all subjects be continuously in the 
hospital for 3 years prior to the commence- 
ment of the experiment, so that their con- 
tinued presence is highly probable. ; 

Since it is not expected that any radical test 
procedures will be necessary, there should be 
relatively little difficulty in obtaining permits 
whenever needed. Patients for whom permits 
cannot be obtained will be rejected not only 
from the test sample but from the total test 
population. 

No patient should be rejected on the basis 
of past behavior. Since “disturbed” patients 
often respond to increased individual atten- 


8 In order to standardize procedures and to make 
final selection of the sociological, psychological, and 
biological methods and tests to be used, a separate 
“trial group” of patients has been chosen for pre- 
liminary investigation. These patients were se- 
lected with the same criteria as the group described 
above, except that the age range is from 36 to 40 
rather than 20 to 35. The method of sample selection 
for this “trial group” is by a predetermined cri- 
terion (morphology) rather than the cluster analysis 
of biosocial attributes. 


tion, a patient so characterized should be 
given an adequate trial on the research ward 
before determination on this point is made. 

The confirmation of the primary limiting 
criteria involves checking the data obtained 
from the hospital records, in respect to age 
by obtaining birth certificates. The psychi- 
atric diagnosis carried on the hospital records 
must be unanimously concurred in by 5 of 
the psychiatrists working on the research 
service. Patients will be worked up for case 
study and “staffed” before tentative admission 
to the ward, and a final diagnostic staff will 
be held after 3 months of observation. Since 
the primary rejecting criteria are physical 
conditions, complete medical examination will 
be independently made by 2 qualified physi- 
cians, using whatever laboratory tests or ob- 
servations may be indicated, before final ac- 
ceptance of the patient. 

It is important to point out that, because 
the present study is not designed to evaluate 
therapies, it is not necessary to be assured 
that residence for the patient outside the hos- 
pital will be available in the event that this 
becomes possible and desirable. 


SAMPLE REPLACEMENT 


The itemization for order of selection as 
described under “Sample Selection” was ex- 
tended to include all individuals in each 
cluster, so that the order of replacement 
(should this be necessary) has already been 
determined. 

In our case, it will also be necessary to con- 
firm the biosocial attributes of patients in the 
sample. If these prove to be inaccurate to the 
extent that the individual was incorrectly as- 
signed to a particular cluster, he must be re- 
jected from the test sample but not the test 
population. This checking requires transcripts 
of educational records, birth certificates or 
naturalization papers of parents, war service 
discharge papers, etc. 


SUMMARY 


Evidence is presented that the present psy- 
chiatric diagnostic categories are inadequate. 
By selecting homogeneous groups of patients 
for study, both reclassification and investiga- 
tion of mental disease can proceed together. 
The steps necessary to increase homogeneity 
of samples of patients are outlined and an ex- 
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ample given of the application of this method 
at the Rockland State Hospital. 
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APPENDIX 1 
BrosocraL History CRITERIA 


Nativity (country of birth and grouping by 
ethnic categories) 

. Citizenship (native born, foreign born and 

naturalized, foreign born and not naturalized) 

Age on naturalization (below 20, 21-25, 26-30, 

31-35) 
Parental nativity, paternal (breakdown as in 1) 
Parental citizenship, paternal (breakdown as 
in 2) 
Parental nativity, maternal (breakdown as in 1) 
Parental citizenship, maternal (breakdown as 
in 2) 

Sex (male, female) 

Race (Caucasian, Negro, Oriental, other) 

Religion (Roman Catholic, Greek Orthodox, 

Protestant, Jewish) 

. Education (less than 5th grade, less than 8th 
grade, completed grammar school, some high 
school, high school graduate, some college, 
college graduate or more) 

. Environment (urban, small town, rural) 

. Date of present admission (month and year) 

Age at time of present admission (16-19, 20-23, 
24-27, 28-32) 

. Duration of hospitalization (3-5 years, 6-9 
years, 10-18 years) 

. War service (not a veteran, honorable dis- 
charge, medical discharge for neuropsychi- 
atric reasons, medical discharge for other 
than neuropsychiatric reasons, dishonorable 
or other discharge) 


WA w 


17. Marital status (single, married, divorced, 
other) 
18. Present age (20-24, 25-20, 30-35) 


APPENDIX 2 
RocKLtAND RESEARCH FACILITY 


The Rockland Research Facility is an association 
of investigators motivated by the desire to develop 
an integrated interdisciplinary framework for the 
description of personality organization by the uti- 
lization of the knowledge, interest, and skills of neu- 
ropsychiatrists, sociologists, psychologists, physiolo- 
gists, endocrinologists, biometricians, biochemists, 
geneticists, anthropologists, statisticians, nurses, at- 
tendants, and an electrical engineer and a mathe- 
matical logician. 

The group, which began to train together in Sep- 
tember 1952, expects to achieve this end by concen- 
tration of research on the same patients, who will 
be studied simultaneously and continuously by the 
various investigators over an extended period of 
time, with continuing effort to evolve empirically 
verifiable concepts that are adequate to describe in- 
dividuals per se, rather than only limited aspects of 
their behavior. 

It is our hypothesis that individuals so described 
tend to cluster into identifiable groups: that any 
particular group has characteristic parameters of 
expression, as measured by the techniques of each of 
the biosocial sciences; and that an interdisciplinary 
approach such as the present one will establish re- 
liable and valid indices for determining to which 
group any given individual belongs. 

It is our expectation that such a procedure may 
ultimately make possible prediction of individual be- 
havior under specified circumstances and that, by 
providing a method of formulating personality or- 
ganization, it would lead to an improved “explana- 
tory” system. This, in turn, should stimulate tech- 
niques of control of human behavior (including the 
prevention and treatment of mental illness). 
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Since Broca presented his first account of 
a disorder of speech that he called “‘aphemie” 
resulting from a profound but accurately cir- 
cumscribed lesion at the base of the third 
frontal convolution, more than 30,000 books 
and publications on the problem of aphasia 
have appeared and a lifetime of study would 
not suffice to review them all. This article 
will be confined to a very limited survey of 
contemporary literature and research on the 
subject; older works will be quoted only 
when they are the starting point of modern 
investigations. 

Three distinct approaches to the subject of 
aphasia may be noted. For purposes of classi- 
fication they may best be called the anatomic- 
physiologic, the psycho-mechanistic, and fi- 
nally the structural-linguistic approaches. 

The idea of localizing mental qualities in 
different parts of the brain and specifically 
that of speech in the frontal lobes was pro- 
pounded by Gall in Vienna at the beginning 
of the 19th century. He went to Paris and 
there, in collaboration with Spurzheim, he 
launched the science of phrenology. This “sci- 
ence” soon fell into disrepute and received its 
fatal blow when Flourens proved by experi- 
ments on animals that all parts of the brain 
serve the same function and that one portion 
could substitute for another in case of injury 
or disease. 

The controversy still persists as to whether 
function is localized in specific parts of the 
cerebral hemisphere or whether the brain acts 
as a whole. However, recent investigations 
by Penfield and Rasmussen(1) seem to pre- 
sent some clarification of the problem, espe- 
cially in regard to function and restitution of 
function in the human and the animal brain, 
which show certain dissimilarities. 


THe ANATOMIC-PHYSIOLOGIC APPROACH 


Penfield(1) in his research on stimulation 
and ablation of the cortex used methods simi- 
lar to those employed earlier by Sherrington 
(2); however, his investigations were on 


1From VA Regional Office, Mental Hygiene 
Unit, Newark, N. J. 


human subjects while Sherrington worked on 
anthropoid apes. Other aids in his study 
available to Penfield were observations of 
epileptic patterns, electroencephalography, 
and the testimony of conscious patients dur- 
ing operation. As the chief interest in this re- 
view centers around vocalization, word ar- 
ticulation, and arrest of speech, it is obvious 
that Sherrington’s observations on apes do 
not offer important facts although he dis- 
covered a series of new data concerning the 
capacity of integration of movements and 
the ability of substituting for lost function. 
At the time of Sherrington’s research he 
and his co-workers could not explain the 
ape’s more rapid and complete recovery as 
compared to that of man after similar in- 
juries ; Penfield, on the other hand, was able 
to draw certain conclusions in regard to the 
control of the synthesis of cortical motor and 
cortical sensory processes in apes and in man. 
The earliest act performed by a human in- 
fant after breathing is instituted is to cry. 
The second, a more complicated performance, 
he carries out almost at once—sucking with 
lips and tongue and swallowing in which the 
pharynx is used expertly. This observation 
leads to the conclusion that control of vocali- 
zation and control of lips, tongue, and phar- 
ynx is carried out by what may be termed in- 
born patterns of neuronal connections. Pen- 
field noted that these rather complicated 
movements are activated in the cerebral cor- 
tex and have a partially bilateral representa- 
tion in the sensorimotor strips. Electrical 
stimulation of the cortex in these areas on 
either side is apt to produce these move- 
ments. Penfield also found that higher up on 
the sensorimotor strip motions of arms and 
legs may be activated. It is interesting that 
the movements of arms and legs in adults 
never become more complex than those that 
are performed by the newborn infant. 
Penfield writes : 
The adult learns dexterous movements of hands and 
feet, but the stimulating electrode applied to the cor- 
tex is unable to produce them. Similarly, the adult 
learns to speak but the stimulating electrode ap- 


plied to the cortex does not produce speech or words. 
It does sometimes cause cessation of speaking if ap- 
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plied to the sensorimotor zone of either side. In the 
dominant hemisphere ? in certain areas outside the 
sensorimotor zones, it may arrest but can never pro- 
duce speech. 


Penfield’s observations prove that in the 
fronto-parietal cortex the stimulating elec- 
trode is able to activate certain inborn func- 
tions but its only effect upon acquired func- 
tions is to paralyze them. 

In 1935, while using thyratron stimulators 
on the precentral gyrus of a conscious patient, 
Penfield (1, p. 88) found: 

. . a well-sustained vowel cry could be produced. 
When the patient was asked to try not to make a 
noise, he did his best but the cry followed stimulation 
just the same and the patient said humorously that 
“if he could just come around to the other side of his 
head so that he could get his hands on the operator 
he would be able to stop it.” 


This vocalization is a vowel sound, a cry with- 
out words. If allowance is made for the 
larger structure of the larynx in the adult, 
which emits deeper tones, this cry might be 
found to resemble that of the newborn infant. 
Penfield has shown that electrical stimulation 
of the Rolandic as well as the superior frontal 
area may elicit vocalization and, in addition, 
arrest of speech. 

Besides the frontal vocalization areas and 
the Rolandic area, interference with speech 
could be caused by stimulation in 3 cortical 
zones of the dominant hemisphere—the 
frontal, parietal, and temporal. 

In the frontal region stimulation brought 
about aphasic arrest so that the patient knew 
what he wanted to say but could not say it. 
This aphasic arrest could be ascertained by 
Penfield on 1 or 2 convolutions just anterior 
to the precentral gyrus and above the fissure 
of Sylvius. He is convinced that this is the 
essential part of the speech area discovered 
by Paul Broca, and bearing his name. 

In the parietal speech area the threshold of 
stimulation for a positive reaction was con- 
siderably higher. It made the patient refer to 
objects by a wrong name and resort to ex- 
planations and substitution for the word he 
could not pronounce. This speech arrest on 


2 By the dominant hemisphere the side of the brain 
is meant in which the special areas for speech are 
located. This is always the left hemisphere in right- 
handed individuals. Speech may, however, have its 
major representation in either the right or the left 
hemisphere among left-handed people. 


stimulation of the frontal or parietal area was 
characterized by temporary confusion of 
words similar to that which confronts pa- 
tients with so-called “amnestic aphasia.” 

Penfield noted a third area, located in the 
posterior temporal cortex of the dominant 
hemisphere, where aphasic speech arrest 
takes place. Research in this area is now in 
progress. 

The important findings by Penfield that 
should be kept in mind are these: (1) stimu- 
lation does not bring to mind disconnected 
words, nor does it produce acquired move- 
ments such as using the fingers to play the 
piano or the motion of the player’s foot upon 
the pedal and therefore gives no positive evi- 
dence of the nature of the acquired neurone 
connection pattern; (2) the stimulating elec- 
trode on the temporal cortex only may pre- 
sent to consciousness visual memories, audi- 
tory memories, or combined memories; (3) 
the elements of these memories may come 
from actual experience, from the individual’s 
reading or from his dreaming. 

Penfield’s experimentation revealed that, 
when each major region of the cortex dis- 
charges its function, its activity forms just 
one part of a reaction that is taking place also 
in the subcortical structure to which it is most 
closely related. Compared to the case in lower 
animals, the cortex in man is much more in- 
dispensable. The most important means of 
coordinating function of cortical areas is not 
the association mechanism within the cortex, 
as was formerly believed. Such coordination 
is provided largely by the integrating action 
of subcortical centers that appear to lie within 
the mesencephalon and the diencephalon. 

The “seat of consciousness,” if such a term 
is to be used at all, is not represented by the 
prefrontal areas as suggested by earlier au- 
thors, but it should be applied to the old 
brain. According to Penfield’s hypothesis the 
diencephalon is “that nervous center to which 
the most heterogenous impressions are 
brought.” From it issue those effector neuro- 
nal impulses that are capable of summoning a 
memory, of causing the lips to speak or the 
arm to move. 


Tue Psycuo-MEcHANIsTIC APPROACH 


The first investigator to use a dynamic ap- 
proach to the problem of integration of nerv- 
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ous and cerebral functions and thus to ob- 
serve the actual behavior of the aphasic 
patient as an entity was Hughlings Jackson 
during the seventies in London. It was he 
who expressed the opinion that language 
could be divided into 2 distinct elements that 
might become separated by disease. He dif- 
ferentiated intellectual or superior language 
—the power to convey propositions—and 
emotional or inferior speech—the ability to 
express stress of feeling. 

According to Jackson, intellectual language 
suffers in all respects in aphasia, primarily in 
its most obvious manifestations such as 
words, but also in writing and sign making. 
Emotional language is preserved, manifesting 
itself in variations of voice, in smiles, and 
also in its simplest representation, gesticula- 
tion. 

Jackson was first to recognize and describe 
a disturbance of recognition or identification 
not only of objects but of concepts as well 
and called this symptom “imperception.” 
Freud(3) later coined the term “agnosia” for 
this condition, a term now universally ac- 
cepted. Influenced by Jackson and Charcot, 
Freud propounded the hypothesis that there 
actually was no such thing as a speech center 
and declared that all aphasia was conduction 
aphasia. He pointed out that a word is not 
heard, or visualized only, but is also composed 
of a kinesthetic written image, a visual image, 
a kinesthetic spoken image and a sound 
image. Some words have other images as 


well, all forming part of the word. According © 


to his theory, aphasic disturbances consist not 
so much of the loss of function as of the in- 
ability to actualize or activate the function. 
The theory that stresses the importance of 
conduction and coordination of brain proc- 
esses has been very recently discussed by 
Norbert Wiener(4). In his work on ‘“‘Cyber- 
netics or Control and Communication in the 
Animal and the Machine” he compares the 
human brain to a highly complicated calculat- 
ing machine. Such a machine is capable not 
only of “thinking” on the basis of previous 
information stored in its electric cells, but evi- 
dences many similarities to the functioning of 
the human nervous system. Wiener writes 


(p. 114): 


For effective action on the outer world it is not only 
essential that we possess good effectors but that the 


performance of these effectors be properly moni- 
tored back to the central nervous system and that 
the readings of the monitors be properly combined 
with information coming in from the sense organs 
to produce a properly proportioned output of the 
effectors. 


In other words, our effector organs—our 
hands, feet, and vocal apparatus—must not 
only receive directions from our central nerv- 
ous system on how to act, but our sense or- 
gans must give us information on what is 
happening in our environment in order to 
control a corresponding sensible reaction of 
our effector organs. Something quite similar 
happens in a mechanical system. Wiener de- 
scribes the functioning of a signal tower on a 
railroad as an example (p. 114) : 

The signalman controls a number of levers which 
turn the semaphore signals on or off and which regu- 
late the setting of the switches. However, he may 
not assume blindly that the signals and switches 
have responded to his orders. It may be that the 
switches have frozen fast or that the weight of a 
load of snow has bent the signal’s arms and that 
what he has supposed to be the actual state of the 
switches and signals—his effectors—does not cor- 
respond to the orders given. To avoid the danger 
inherent in this contingency, every effector, switch 
or signal is attached to a telltale back in the signal 
tower which conveys to the signalman its perform- 
ance. In this system there is a human link in the 
chain of transmission and return of information. 


Wiener calls this “the chain of feed back.” It 
is true that the signalman is not altogether a 
free agent, that his switches and signals are 
interlocked either mechanically or electrically 
and that he is not free to choose some of the 
more disastrous combinations. 

Wiener also describes feed-back chains in 
which the human element is completely ex- 
cluded, such as the ordinary thermostat that 
regulates the heating of a house. On the 
thermostat is a setting for the desired room 
temperature; whenever the actual tempera- 
ture of the house falls below this figure, a 
mechanism is activated that opens the damper 
or increases the flow of fuel oil and thus 
brings the temperature up to the desired level. 
The constancy of this level depends com- 
pletely on the design of the thermostat. A 
badly constructed thermostat may bring about 
violent oscillations of the temperature com- 
parable to the motions of a man suffering 
from cerebellar tremor. 

The human and animal nervous systems, 
which resemble to some extent an electric 
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computator system, contain neurons or nerve 
cells that act as relays. In their ordinary phys- 
iological function they are at rest or they go 
through a series of changes almost independ- 
ent of the nature and intensity of the stimu- 
lus. Thus the nerve may be regarded as a re- 
lay with essentially 2 states of activity: (1) 
firing and (2) repose. Leaving aside the neu- 
rons that receive messages from free endings, 
the end of the sense organ, each neuron has 
messages fed into it by other neurons at the 
points of contact known as synapses. It is the 
state of the incoming impulses at the various 
synapses that will determine whether the neu- 
ron will fire or not, but no important message 
is entrusted to a single neuron for transmis- 
sion, nor is any important action entrusted to 
a single neuronal mechanism, according to 
Wiener. 

This description he calls an oversimplifica- 
tion of the function, for the threshold may 
depend not only on the number of synapses 
but also on their weight, on their geometrical 
relations to one another, and on the neuron 
into which they feed. In addition there is 
convincing evidence for the existence of “in- 
hibitory synapses” that may either completely 
prevent the firing of the outgoing neuron or 
may be capable of raising its threshold to the 
level of stimulation of the ordinary synapses. 
Wiener asserts (p. 142) : 

What is pretty clear, however, is that some definite 

combinations of impulses on the incoming neurons 

having synaptic connections with a given neuron 

— cause it to fire, while others will not cause it to 
re. 


Another vital function of the nervous sys- 
tem, the importance of which is equally true 
of the function of a computing machine, is 
that of memory—the ability to preserve the 
results of past experience for use in the fu- 
ture. There is one kind of memory that is in- 
terded to be part of the files or the permanent 
record of the machine or the brain. This 
“memory” has to contribute to the elements 
of future behavior during at least a single run 
of the machine. It is this residual memory 
that characterizes one of the fundamental dif- 
ferences between the brain and the machine. 
The machine can, if necessary, he completely 
cleared. The brain never even approximately 
clears its past record. This fact, in Wiener’s 
opinion, is of deep significance in psycho- 
pathology and in psychiatry. 


Specific brain lesions such as injuries, tu- 
mors, clots, and the like are accompanied by 
psychological symptoms and may produce a 
large part of their effects. This is accom- 
plished not so much through the destruction 
of tissue that they involve and by alteration 
of synaptic thresholds, as by the secondary 
disturbances of traffic, the overload of the re- 
maining nervous system, and the rerouting of 
messages that must follow such primary in- 
juries. Just as a telephone switching service 
involving many stages may show no obvious 
signs of failure until the traffic approaches 
the critical level, when it goes completely to 
pieces, so man, who of all animals has the 
best developed nervous system, will succumb 
to a serious catastrophe. When by some ac- 
cident or injury some of the channels carry- 
ing traffic are physically removed, the normal 
traffic allotted to these channels will not have 
enough space. Under these circumstances the 
faculties that require the longest chains of 
neurons will be affected first. Processes that 
call for symbolic formulation such as speech, 
reading, writing, and arithmetic—that is, 
faculties involving several centers—are the 
first to suffer. 


THE STRUCTURAL-LINGUISTIC APPROACH 


The third approach to the problem of apha- 
sia, the structural-linguistic, has its origin in 
the research of Arnold Pick(5), who at- 
‘tempted to analyze the process underlying 
the “understanding of speech.” He noted the 
various interrelated factors such as (1) the 
perception of speech as different from total 
acoustic impression; (2) the recognition of 
words as phonetic units; (3) the correct 
understanding of the musical parts of speech 
and (4) the consciousness of meaning by way 
of word sequences (Satzkonstruktionen) 
through which the words are brought into 
relation and given the proper emphasis. He 
observed 3 groups of characteristic changes 
in language expression: (1) confusion of 
words, which he called paraphasia; (2) er- 
rors in grammatical forms and word order, 
which he terms paragrammatism, and (3) 
disturbed word-finding. Paraphasic distor- 
tions appear both in the structure of the 
word and in the use of words. The confusion 
of letters and their order within the word 
may be so great that the word becomes badly 
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garbled and unrecognizable. Pick called such 
gross speech disturbances jargon aphasia. He 
also observed that in word confusion the sub- 
stituted word belonged in the same general 
sphere as the correct one. The patient, for ex- 
ample, may say that the lawyer sent him to 
the hospital when he intends to say the doctor 
gave the order. The paragrammatism, on the 
other hand, is characterized by confusion in 
grammatical forms such as auxiliaries, pro- 
nouns, prepositions, and by changes in word 
order. These errors point to uncertainty in 
the grammatical and formal aspects of sen- 
tence construction. 

Since Pick’s investigations just before the 
first world war there has been an increasing 
rapprochement between philology and psy- 
chology—between the science of language and 
what we do with language. Epistomological 
insight indicates that it is not the fact of 
higher sensitivity nor longer memory or even 
quicker association that sets man so far above 
animals. On the contrary, it is the power of 
using symbols—the power of speech—that 
makes him lord of the earth. The capacity of 
symbol using is paramount in the study of in- 
telligence and its forms of deviation. Sir 
Henry Head’s extensive study on aphasia and 
kindred disorders of speech after the first 
world war was based on this new school of 
thought. His observations on patients who 
suffered from aphasia produced by gunshot 
injuries led him to formulate the following 


conclusions: 


An aphasic is an individual struggling to adapt 
himself to the havoc wrought in those paris of the 
dominant hemisphere which surround the Sylvian 
fissure; therefore, aphasia cannot be classified as an 
isolated affection of speaking, reading and writing 
but rather as a disturbance of symbolic formulation 
and expression of various fields of behavior. 


According to this opinion the patient has to 
regress to simpler, more primitive modes of 
behavior and thinking. Head was able to dis- 
tinguish 4 different categories of aphasia, 
which he called verbal aphasia, syntactic 
aphasia, nominal aphasia, and semantic de- 
fects in the use of language. 

The verbal defects, Head explains, are re- 
vealed by the patient’s inability to find the 
words he needs for ordinary conversation, 
which, in severest cases, may be limited to 
“yes” or “no” accompanied by a few expres- 
sions that he employs exclusively under the 


influence of emotion. This disorder is ac- 
companied by a loss of power in writing and 
a defective memory for the content of sen- 
tences read silently. 

Head’s syntactical aphasia consists essen- 
tially of defects in grammatical structure 
and rhythm. Words are poorly enunciated 
and the patient tends to talk jargon; he pro- 
duces words that do not correspond to any 
recognizable language symbols. Such patients 
are able to understand what they read to 
themselves and all can copy correctly but are 
unable to write spontaneously. 

Inability to recall names or to grasp the 
meaning of nominal expressions presented 
either orally or in print characterizes the dis- 
turbance that Head terms nominal aphasia. 
This form consists essentially in the loss of 
power to use names correctly and to select 
words of appropriate meaning. Reading and 
writing are extremely difficult and, though the 
patient can usually count, he cannot carry out 
simple problems in arithmetic. 

Semantic defects, according to Head, pre- 
duce little or no disturbance in the mechanism 
of articulate speech but interfere seriously 
with the activities of daily life. Patients with 
this form of disorder have difficulty in col- 
lecting the objects required for setting a table, 
they have lost their sense of orientation and 
do not recognize familiar landmarks. Their 
form of aphasia is characterized by loss of the 
power to formulate general deductions from 
a connectd train of thought. 

In one of the most recent investigations, 
the importance and usefulness of‘ the linguis- 
tic approach to aphasia has been stressed. The 
Dutch scientist Grewel(6) follows the line 
of the recently developed linguistic school of 
structuralism originally founded by the great 
Geneva linguist DeSaussure and expounded 
psychologically by the Viennese psychologist 
Karl Buehler. 

Language in his opinion is composed of a 
pclydimensional system of signs. It possesses 
(1) a system of distinctive sound elements, 
the phonemes, (2) a system of words that are 
phonetic semantic units, (3) a system of pos- 
sibilities of word formation, (4) a system of 
possibilities of sentence construction, and (5) 
a system of accents such as pitch, strength, 
rhythm, and melody. These different systems 
permit us to express ourselves linguistically 
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in a subtle and shaded manner. In an aphasic 
patient these various factors may suffer; 
sometimes all are impaired, sometimes only 
one single system. 

Grewel believes that aphasia has to be 
studied as a disturbance of the “faculté lin- 
guistique par excellence, celle d’évoquer les 
signes d’un language regulier,’ as DeSaus- 
sure expresses it, which means a disturbance 
in the ability to evoke the signs of a special 
language. On the basis of these linguistic 
principles Grewel describes a series of dis- 
orders in the use of language in the aphasic 
patient. 

First there are the vocabulary or lexical 
losses that correspond more or less to Head’s 
nominal aphasic disorders. The word may be 
present subconsciously but its formulation is 
impossible. Words of the same sphere may 
be forced out instead of the word searched 
for, e.g., butterfly instead of bird. 

Independent of the vocabulary-finding dis- 
turbances are those that involve the system of 
phonemes. In these disorders the patient may 
lose the ability to differentiate phonological 
oppositions such as “pull” and “bull.” R, L, 
and W have lost their value in linguistic dif- 
ferentiation. On the expressive as well as the 
receptive side the greater difficulties will arise 
when these sounds are mixed up. The confu- 
sion is due not to cortical hearing disorders 
as Kleist assumed, but to loss of the interpre- 
tation of meaning attributed to sound differ- 
ences. 

A quite different phehomerion occurs when 
the patient is unable to give the phonemes 
their appropriate configuration in a word—in 
other words, when he has difficulty in com- 
posing compound words. He will say, for ex- 
ample, paterkiller instead of caterpillar. 
Grewel interprets the agrammatism and para- 
grammatism of Pick as a loss of the syntactic 
schemes governing sentence construction. 
Telegram style and jargon aphasia would be 
classified under this heading. 

Disturbances in melody, rhythm, and pitch 
are related to the disorders of gesture lan- 
guage, pantomime, and mimicry, and mani- 
fest injury in the realm of the expressive 
mechanism. An example frequently observed 
is the patient who always shakes his head 
“no” when he really wants to nod “yes.” 
When the pantomimic movements are exag- 
gerated the regulating power of ordering and 


inhibiting in the normal use of language has 
been lost. 

In all these phenomena, fundamental dis- 
turbances on the biological side go hand in 
hand with impairment of the choice of con- 
ventional signs and codes. Although aphasia 
cannot be explained on the basis purely of 
linguistic defects, this faulty condition can ac- 
count for many symptoms in an aphasic pa- 
tient that are not adequately understood with- 
out the aid of modern linguistics. 


Discussion 


As stated in the introduction, there are 3 
different approaches to an explanation of the 
pathological phenomena of speech and lan- 
guage that bear the name of aphasia—the 
anatomic-physiological, the psycho-mecha- 
nistic and the structural-linguistic. An at- 
tempt to correlate these different approaches 
may be of value in bringing some unification 
of the problems involved. Freud’s hypothesis 
that aphasic manifestations are the conse- 
quence of disturbed conduction—the inability 
to actuate or activate a function—is accepted 
by Wiener, who compares the human brain 
and nervous system to a highly complex cal- 
culating machine or to a telephone switch- 
board service. He is of the opinion that any 
injury that disrupts or alters the neuronal 
chains motivating complicated functions in- 
volving a long chain of neurons and several 
svnaptic thresholds will result in catastrophe. 
Processes that rely on several centers, differ- 
ent motor processes, and different association 
areas such as speech, reading, writing, etc., 
will be the first to suffer. 

These deductions have been confirmed by 
Penfield’s and Rasmussen’s anatomical find- 
ings on the operating table. They were never 
able to produce speech by means of electrical 
stimulation although they could evoke primi- 
tive vocalization resembling the cry of an 
infant. They differentiated inborn and ac- 
quired connection patterns. The discoveries 
of Penfield and Rasmussen indicate that the 
association areas are not transcortical, as for- 
mer authors assumed, but that the mechanism 
responsible for coordination of the highly 
specialized centers is probably mediated by 
subcortical projection pathways. 

Their hypothesis is confirmed by previous 
observations made by Sherrington and his 
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co-workers who carried out ablations of dif- 
ferent portions of the stimulable motor cor- 
tex laterally and bilaterally in anthropoid 
apes. The animals, Sherrington observed, 
were surprised that the affected limb did not 
respond. He concluded (1, p. 18) : 

The forerunning idea of action intended was still 
present and as definite and promptly active as usual. 
The surprise of the animal at this non-performance 


seemed to argue that the function of the part of the 
cortex ablated was indeed inframental. 


These facts and Lashley’s(7) studies of 
learning in rats after removal of cortical 
areas seem to indicate that in subhuman mam- 
malians the midbrain plays a more important 
role than in men in the learning of functions. 
The cortex in man evidences a greater degree 
of indispensability, and the nature of cortical 
response shows some evolutionary develop- 
ment and additional capacities. As a conse- 
quence of the extraordinary enlargement of 
the cortex in the human brain, especially in 
the parietal, temporal, and anterior frontal 
regions, it seems that more space is needed 
for those complex neuronal patterns neces- 
sary for complicated mechanical skills and in- 
tellectual functions of a new order, so that 
man’s diencephalon has essentially become a 
clearinghouse for coordination and that, in 
contrast to infrahumans, the acquisition of 
learning of such functions is exclusively 
limited to the cortex. This hypothesis may ex- 
plain why, after ablation of different portions 
of the stimulable motor cortex on one or both 
sides in anthropoid apes, the animals after an 
initial severe limb paresis recovered in each 
case, even to the extent that comparatively 
fine movements were possible again, and that 
this recovery is much greater than takes place 
in man after similar removals. 

Penfield, again, was able to carry out nu- 
merous excisions above and anterior to the 
area of frontal speech arrest without produc- 
ing aphasia. His excisions have also de- 
limited the anterior borders of the area of 
arrest of parietal speech and the area of tem- 
poral speech arrest. Since these cortical re- 
movals could be made with impunity around 
these zones of speech representation, Penfield 
suggests that the mechanism responsible for 
the coordination of these highly specialized 
centers must utilize subcortical projection 
pathways rather than transcortical association 
paths. It is this suggestion that contributes 


evidence to the previously expressed specula- 
tion. 

As already mentioned, Penfield and Ras- 
mussen have shown that stimulation and epi- 
leptic discharge in the cerebral cortex give no 
positive evidence of the nature of acquired 
neuron connection patterns with the excep- 
tion of the temporal cortex. The organization 
of the temporal cortex is evidently different 
since electrical stimulation and epileptic dis- 
charge are able to activate acquired synaptic 
patterns. In a temporal cortex the stimulat- 
ing electrode may present to consciousness 
visual memories, auditory memories, or com- 
bined memories. In some way the stimulating 
electrode is activating acquired patterns of 
neuronal connections that are involved in the 
mechanism of memory. Penfield and Rasmus- 
sen deduce from this that apparently “mem- 
ory” is stored or “filed” in the temporal cor- 
tex. It is those things and events that a man 
may remember by an effort of his memory. 
The authors observed that ablation of the 
temporal lobe must be limited to a certain 
area in order to avoid aphasia and that word 
memory patterns are, for the purpose of 
speech, apparently situated only in the cortex 
of the dominant hemisphere. Stimulation does 
not bring to mind disconnected words. 

It is Penfield and Rasmussen’s opinion that 
in the period of the learning of speech the 2 
temporal lobes are functioning in a duplicate 
manner as each new word is learned, but that 
in the coordinated flow of speech new areas 
of representation are established within the 
speech areas of the dominant cerebral hemi- 
sphere only. 

The observations of Grewel in regard to 
aphasic patients whose linguistic faculties 
have suffered may point to lesions in the tem- 
poral lobe of the dominant hemisphere in 
those areas where ablation produced aphasia. 
It is in these areas, according to Penfield and 
Rasmussen, that the temporal cortex needs 
neuronal activation by means of voluntary 
activity originating within a centrally placed 
area of gray matter, thus providing from a 
high level of neuronal integration the original 
formation of memory patterns. The cortical 
projections serve to elaborate afferent and ef- 
ferent mechanisms. It is in these areas that 
further studies may clarify the problem and 
indicate not merely the location of the lesions 
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that produce those linguistic disturbances 
described in Grewel’s paper, but also the ex- 
act location of those lesions that caused these 
different disorders in acquired interrelated 
connections and neuronal patterns. 

According to the investigations reviewed in 
this paper, the heterogenous symptoms of 
aphasia can best be explained as disturbances 
either in an acquired function or in an ac- 
quired memory pattern or both. This loss of 
function is caused by lesions located in one or 
several parts of the cerebral cortex of the 
dominant hemisphere. Such lesions have dis- 
rupted acquired patterns of neuronal connec- 
tion or, in other words, have destroyed ac- 
quired afferent and efferent synaptic chains of 
neuronal mechanisms. 


SUMMARY AND CONCLUSIONS 


This article is confined to a limited survey 
of contemporary literature and research on 
aphasia. An attempt has been made to cor- 
relate 3 different approaches to the subject in 
order to bring some unification to the prob- 
lems involved. 

These 3 approaches investigate the patho- 
logical phenomena of speech and language, 
labelled aphasia, from the anatomic-physio- 
logical, the psycho-mechanistic, and the struc- 
tural-linguistic points of view. 

Wiener’s theory, which compares the hu- 
man brain and nervous system to a highly 
complicated calculating machine or to a tele- 
phone switchboard service, was confirmed by 
Penfield and Rasmussen’s anatomical findings 
on the operating table. Their findings refute 
the theory of previous authors that associa- 
tion areas utilize transcortical pathways. Pen- 
field suggests that the mechanism responsible 
for the coordination of the speech centers is 
more probably mediated by subcortical pro- 
jection pathways. 


Penfield distinguishes between inborn and 
acquired connection patterns. With the ex- 
ception of the temporal cortex, Penfield and 
his co-workers could not discover any posi- 
tive evidence for acquired neuron connection 
patterns. In the temporal cortex only, electri- 
cal stimulation and epileptic discharge were 
able to bring to consciousness visual memo- 
ries, auditory memories, and combined mem- 
ories. They deduce, therefore, that “memory” 
is filed in the temporal cortex. 

The linguistic-structural point of view is 
represented by the Dutch scientist Grewel. 
His observations in regard to aphasic patients 
whose linguistic faculties have suffered seem 
to indicate the presence of lesions in the tem- 
poral lobe of the dominant hemisphere. Ac- 
cording to Penfield and Rasmussen it is there, 
as a result of a high level of neuronal integra- 
tion, that memory patterns activating speech 
are formed. 

The different phenomena of aphasic dis- 
turbances can best be explained by lesions in 
the dominant hemisphere that involve the de- 
struction or disruption of acquired patterns of 
neuronal pathways. The symptoms may evi- 
dence injuries to acquired afferent and ef- 
ferent synaptic chains of neuronal mecha- 
nisms. 
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WITCH-FEAR AMONG THE AIVILIK ESKIMOS: 
EDMUND S. CARPENTER, Pu. D., Toronto, CANADA 


The Aivilik Eskimos, who are a branch of 
the Iglulik, live in scattered communities 
along Roes Welcome, north of Hudson Bay. 
On Southampton Island they total about 120 
individuals, or roughly half the native popu- 
lation. The remainder belong to the Okomiut, 
Akianimiut, and Kidlinikmiut groups. 

Although the Aivilik are gradually being 
drawn into the world economy, life on 
Southampton Island is still ruled by the old 
ecological cycle. Subsistence is by the chase 
—hunters prey upon all nonhuman animals 
around them. In recent years trapping in- 
comes have been supplemented by stevedore 
work and employment on scientific expedi- 
tions. But at heart the Aivilik remain hunt- 
ers; the only labor in which they delight is 
the chase. They not only depend on game for 
most of life’s necessities, but they have the 
hunter’s outlook on the world. Although ac- 
culturation processes have by no means left 
their culture “purely” aboriginal, changes are 
often more apparent than real. The Aivilik 
of today, in spite of their dependence upon 
civilization, represent in thought and act in- 
dividuals foreign to the Western mind. 

Earlier writers on Aivilik life have stressed 
the importance of magic, recording literally 
thousands of formulas for controlling game, 
disease, weather. In these activities the 
magician did not cause things to be done; he 
did them. Just as the hunter with his mate- 
rial implements harpooned the seal, built the 
igloo, or paddled the kayak, so the magician 
with his various formulas “drove out the 
evil spirit,” “stopped the wind,” or “took the 
bear’s spirit.” This was not influence, nor the 
force of magic; rather it was “to magic.” 
Magical action was understood as action, not 
cause. The validity of the magical spell lay 
not in results, nor in proof, but in its very 


1 Published by permission of the Secretary of the 
Arctic Institute of North America. Fieldwork, 
financed by the Arctic Institute of North America 
and the University of Toronto, was carried out be- 
tween June and November 1950 and from Novem- 
ber 1951 to January 1952. A detailed report on 3 
cases of schizophrenia described here, including 
clinical analyses, is being prepared for publication 
by Prof. Morton I. Teicher of the Toronto Psychi- 
atric Hospital. 


being. It lay in its inheritance and its being 
performed by the appropriate person within 
a patterned activity. To seek validity through 
proof was foreign to Aivilik thinking. 

Today most of this is gone. By 1950 
magic was almost completely a thing of the 
past, a memory. Yet witch-fear was every- 
where. Bewitching was a constant threat. 
Every man’s hand was suspected of being 
against every nonrelative. Tension, jealousy, 
suspicion were always present. Even mar- 
riage did not necessarily guarantee suspen- 
sion of hostility, for a wife came from out- 
side the trusted circle. Indeed, she above 
all others was not to be trusted. Only within 
the extended family, the nuclear economic 
unit—and even here only with close relatives 
—could one find a haven. Witchcraft has 
replaced magic. 

Records of over 100 cases of Aivilik magic 
and witch-fear indicate that witch-hunting 
dated back no further than about 1930 when 
the Aivilik found their survival imperiled by 
tuberculosis and a declining food supply. Its 
life was brief but colorful. It developed 
gradually during the ‘thirties and ’forties 
until by 1950 it reached a point where it 
dominated the thinking and behavior of every 
native. Then suddenly many of the forces 
that brought it into existence lessened, and 
today witch-fear is definitely on the wane. 

Witch-fear, then, was neither an aborigi- 
nal nor a “normal” phenomenon in Aivilik 
society. Fundamentally, it was a socially dis- 
integrating philosophy based on a belief in 
the potential malevolence of other people and 
reflecting great insecurity in interpersonal re- 
lations. This insecurity appeared to derive 
not from traumatic situations of early child- 
hood, retained throughout life, but from con- 
temporary situations that frustrated the Aivi- 
liks’ feeling of safety in their environment. 

The Aivilik had sound reasons for feeling 
insecure. Deadly diseases had increased tre- 
mendously following white contact. Game 
herds had been decimated. Hostile Eskimo 
groups lived in close proximity on South- 
ampton Island where they competed for 
women and an ever-decreasing food supply. 
The economy was based in part on the un- 
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certain fox trade. There was a general loss 
of traditional values, of methods of meeting 
crisis situations, and of fear-reducing mecha- 
nisms. As the aboriginal religion changed, it 
became increasingly difficult to blame mis- 
fortunes or antisocial behavior on either 
angry deities or malevolent ghosts; instead 
most were blamed on human agents. Where 
once misfortune was a community problem, 
now it became a personal one. Instead of 
community cooperation to appease a deity or 
drive out a ghost, now there was interper- 
sonal strife. This was no joking matter in a 
society where large families spent the long 
arctic winter face-to-face in small igloos and 
where some women literally did not leave 
these igloos for months on end. And finally, 
a general loss of faith in the effectiveness of 
the magician’s tools led to their discard. Yet 
belief in psychic powers persisted and took 
the form of witchcraft. 

For Aivilik witchcraft was a psychic art. 
Practitioners performed no rites, uttered no 
spells, possessed no medicines. They could 
injure others in virtue of some inherent 
quality that had no external symptoms. Aivi- 
lik did not profess to understand the mechan- 
ics of witchcraft. At times a witch was actu- 
ally unknowing. A malicious thought, by no 
means rare among these people, apparently 
sufficed. That it could kill and injure was 
obvious. Beyond this they did not inquire. 

Belief in witchcraft did not in any way 
contradict empirical knowledge of cause and 
effect. On the contrary, natural and mystical 
causation supplemented one another, the 
former explaining how, the latter why. Most 
misfortunes had their natural cause; to 
witchcraft was attributed the role usually as- 
signed to fate, coincidence, or accident in our 
society, i. e., selecting the sufferer, the occa- 
sion, and the means. In short, witchcraft 
explained the particular conditions in a chain 
of causation that related an individual to a 
natural happening in such a way that he sus- 
tained injury. 

Thus all Aivilik willingly conceded that 
the cause of disease was bacteria, insofar as 
they understood such modern concepts. What 
concerned them, however, was why a par- 
ticular person should be singled out for ill- 
ness. If someone were not bewitching him, 
how else could one account for this selection ? 
Bacteria caused the disease, true. But every 


Aivilik was exposed to the same bacteria, and 
yet not everyone became ill. Why? Because 
no witch brought them into relation with 
germs in such a way that they suffered. 


Let me give another illustration. On two occa- 
sions Towtoongi was shot while hunting. There 
was nothing remarkable in this. Most Aivilik 
owned rusty rifles and faulty ammunition, neither 
of which was used with caution. On hunts, boats 
were generally overcrowded. Yet little care was 
exercised, and it sometimes happened that a hunter 
was standing in the line of fire at the time of an 
accidental discharge or careless shot. That a rifle 
should go off accidentally was easily intelligible to 
the Aivilik. They knew that this was caused by 
a worn sear, and they repaired it. That a careless 
hunter should stand in front of a muzzle was also 
understandable. He was probably excited and 
moved forward to obtain a better shot. But why, 
the Aivilik asked, should these two events have oc- 
curred at precisely the same moment in time and 
space? Witchcraft, of course. 

It was by no means illogical for them to con- 
clude, in this instance, that Ookpuktowk, recog- 
nized enemy of Towtoongi’s father, was the agent 
responsible for these 2 woundings, although in 
neither case had he actually fired a weapon. (The 
charge went undenied.) Nor did this exclude a rec- 
ognition of natural causation. It was merely a logi- 
cal interpretation of the whole problem in terms of 
Aivilik culture. 

To our mind the only relationship between these 
2 independently caused facts was their coincidence 
in time and space. We offer no explanation of why 
2 chains of causation intersect at a certain time and 
a certain place, for, unless we accept witchcraft or 
hold that the cosmos is controlled by an omnip- 
otent power, we recognize no interdependence be- 
tween them. 

Aivilik philosophy supplied the missing link. It 
explained what we do not. The world known to the 
senses was as real to them as it is to us. They were 
well aware of the immediate, natural causes of 
Towtoongi’s wounds. But they recognized plurality 
of causes, and they selected for emphasis that cause 
that to them was the socially relevant one. Thus it 
was not simply that the flesh had been torn, but 
that a hunter—a food-provider—had been disabled. 
It was also the attempted murder of a member of a 
family and a community. Of the 2 causes of in- 
jury, natural and mystical, the latter alone had 
social significance. 


Proof of witchcraft was twofold: the oc- 
currence of misfortune, particularly disease 
and death, and confessions. Since witchcraft 
caused death, therefore death was evidence 
of witchcraft. A confession confirmed the 
fact ; counterwitchcraft avenged it. 

This doctrine of witchcraft was not used 
to explain every failure or tragedy. It often 
happened that the social situation demanded 
a common-sense, and not a mystical, judg- 
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ment of cause. Thus if a man lied, or stole 
from another man’s traps, he could not elude 
punishment by saying he was _ bewitched. 
Here witchcraft was quite irrelevant ; for it 
was not necessary to seek a witch when a 
man stole—the culprit was already known 
and had to be stopped. 

But generally all sickness, particularly the 
fatal case, was explained in terms of human 
agents. For death from disease, heart at- 
tack, or stroke was much more difficult to 
understand than somebody’s dying because 
he was mauled by a bear or murdered by 
someone who hated him. Natural death was 
far less understandable than unnatural death. 
The following example is a case in point: 

Kainuk and Mikkoshark remained married for 
years, although the union proved singularly un- 
pleasant. In the end he bewitched her, causing her 
death in 1951. But before she died, Mikkoshark 
realized what Kainuk had done and publicly stated 
that, though she could not kill him in her lifetime, 
her ghost would take him after her death. 

Following his wife’s death, Kainuk’s behavior be- 
came so unbalanced that there was talk of doing 
away with him. He became convinced that the 
goddess Sumna was irrevocably determined to be- 
tray him at every turn in his life and to torture him 
eternally in the next. He was visited by apocalyptic 
visions; mind-freezing apparitions of his wife 
shrieked in his ears. On several occasions, mistak- 
ing a daughter for his wife’s ghost, he attacked her 
with rocks and edged weapons. Everyone expected 
his wife’s spirit to take him quickly, but then he 
seemed to recover and for the better part of one 
day was calm and restful. The next morning he 
did not awaken from his sleep, and all knew that 
his wife at last had won. 


In cases like this, where no natural cause 
of misfortune was known or suspected, mys- 
tical causation stood alone. This was par- 
ticularly true in fields like mental illness 
where the natives were, by our standards, 
quite ignorant. It would appear that, before 
the Aivilik assimilated many European ex- 
planations of natural crises such as sickness, 
they had but a single interpretation for a 
given phenomenon. But as they learned the 
white man’s explanation of disease, they ac- 
cepted this new knowledge and made it com- 
plementary to the older belief. Natural and 
mystical causation thus came to exist side by 
side, offering a dual, though not conflicting, 
interpretation. Whether this duality existed 
in aboriginal belief or not is difficult to say, 
but all evidence points to the contrary, and 
it is probably safe to regard this as an ac- 


culturation phenomenon. Today in those 
fields where the whites do not, or cannot, 
offer the Aivilik a natural explanation, only 
one interpretation is made. We might call it 
a mystical interpretation, but to the Aivilik 
it is merely the interpretation. Let me give 
a striking example of this: 


A young Okomiut woman named Shenarkiyark 
had long suffered at the hands of a cruel father. 
This was exceptional for generally children were 
treated with kindness and respect. But among other 
things he beat her and abandoned her without pro- 
visions for over a week at a time. She developed 
the habit of stealing from neighbors. These thefts 
were widely known but overlooked. However, on 
one occasion, in the winter of 1942, fearing her 
father’s anger, she stole a fox from an Aivilik 
hunter, Ookpuktowk, to replace one destroyed by 
dogs. This theft was regarded as serious, but at the 
time Shenarkiyark was not suspected. 

That spring she married and the next year gave 
birth to a daughter. She had always been con- 
sidered rather simple, but it was only just before 
the birth of the child that her behavior occasioned 
any comments. After the delivery she became quite 
unstable. She kept rubbing her stomach and com- 
plaining that there was something within her. 
Others felt of her abdomen and agreed. One old 
woman commented that she must have committed 
some crime to which she had not as yet confessed. 

A few days later Shenarkiyark admitted to the 
theft of the fox, and the artifact in her abdomen 
was immediately identified as the stolen animal. 
Once during the middle of the night she declared 
that she heard a fox barking outside and asserted 
that it had gone beneath the igloo and was at that 
moment approaching her from the direction of the 
entrance. Her husband searched outside but found 
nothing. 

Shenarkiyark continued to insist that the fox was 
within her, and once, baring one of her feet, said, 
“Look! My foot is like a fox’s!” And, according 
to witnesses, it was. She said she had conceived 
orally and at one point tried to deliver the fox in 
this manner. She reached down her throat to grab 
it and, grasping several whiskers, tried to hold the 
fox by pinning these against her inner cheek. But 
she succeeded only in tearing a corner of her mouth. 
Later she screamed that the fox was coming out of 
her vagina, and on another occasion pointed to a 
great penis coming up through the igloo platform. 
One old woman, who had long suspected her of 
incest and mechanical eroticism, was inclined to as- 
sociate the penis with these activities. 

Finally when her daughter was taken from her, 
she went completely mad. She was unable to care 
for herself, constantly hummed tunes, imitated 
others, barked like a fox until she was hoarse, and 
had to be forcibly restrained from biting people. 
A coffin-like box with bars across the top was con- 
structed, and she was imprisoned within it. There 
she remained for months. 

Up to this point she had been treated with kind- 
ness and concern. But gradually the natives became 
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terrified, and limitations to this kindness were set. 
Finally, when the natives felt their lives endangered, 
they prepared to take the matter into their own 
hands. However, at this point Shenarkiyark was 
evacuated by the Royal Canadian Mounted Police 
to Brandon Mental Hospital where her case was 
diagnosed as schizophrenia, catatonic type. 

In 1951 Ookpuktowk, owner of the fox, was 
asked why all this had happened to Shenarkiyark. 
His reply was brief. He said, “Akuwmnit anawaka- 
teelaogoma (paternal uncle mine—clothes-sharer 
was with me).” What he meant was that his late 
uncle, a renowned hunter, was his anawakatee, that 
is, had given him at birth an old piece of clothing. 
This gift established the uncle as Ookpuktowk’s 
guardian and guaranteed that the uncle’s spirit 
would always look after the younger man. In this 
particluar case, even though restitution was made 
by the girl’s father, it was quite impossible for 
Ookpuktowk to call off the evil powers afflicting 
her, for the owners were not his, but his uncle’s. 
And even if he had been so inclined, he would not 
have dared rebuke his guardian. To do so would 
have offended the spirit-ghost of his uncle, who 
might then have withdrawn his support or even 
turned against his ward. All were agreed that an 
earlier confession by Shenarkiyark might have 
averted this tragedy. 


At times it was held that sins had been in- 
herited, an aboriginal belief given added sup- 
port by the biblical threat about visiting the 
iniquity of the fathers upon the children unto 
the third and fourth generations. Even here, 
no matter how far removed, there was always 
the implication that, at some time and place, 
a wrong was committed. In the past, the in- 
heritance of sins related to immanent justice 
or offended deities. In 1950 the revengeful 
agent was an angry witch who achieved 
satisfaction against enemies by harming their 
children. 


Let me illustrate with 2 cases of women who 
were hospitalized as catatonic schizophrenics in 
1945 and 1944 respectively. The first, Oomayoar- 
luk, an Akianimiut, had been unstable since birth. 
This condition became pronounced shortly after she 
was deserted by 2 successive husbands, both white. 
In 1941 she moved from Sugluk to Southampton 
Island, where she felt herself unwelcome and denied 
the prestige to which she felt entitled. When she 
first came ashore, it was observed that she smilingly 
used one of her hands as a looking glass. She con- 
tinued in this habit, spending hours each day ex- 
amining her nonexistent image. (This point may 
be of more than passing interest, for in both Aivi- 
lik and Akianimiut philosophy an _individual’s 
tungnik, or spirit-name-soul, is regarded as sepa- 
rable from his body and visible as a reflected image 
or shadow.) From this point on she was with- 
drawn, incompetent, promiscuous, hostile, at times 
even violently dangerous. Voices from beyond 


spoke to her, and she obeyed their irrational com- 
mands. 


She was never asked to confess and thereby 
achieve absolution and relief, for it was recognized 
that since birth she had been possessed not by her 
own tungnik, but by that of an evil guardian. There- 
fore her affliction was attributed either to sins she 
had committed in an earlier life or, more probably, 
to sins inherited from her parents. Since they were 
not available from whom to exhort a confession, 
her case was regarded as hopeless. She was treated 
kindly, but with caution, perhaps even fear. Until 
evacuated, she was confined for months in a barred 
chamber off an igloo. 

The second case was remarkably similar. The 
woman had long been regarded as a bit odd. Like 
Oomayoarluk, she was an “outsider,” a Kidlinik- 
miut who came to the Island in 1939 from Port 
Burwell. (When selecting natives for transfer to 
other posts, the fur traders generally choose those 
individuals whom they regard as the least desirable ; 
it is quite possible that both women were selected on 
this account.) While in her middle twenties, she 
experienced a series of personal conflicts of con- 
siderable magnitude and in consequence became 
convinced that she was engaged in several witch- 
craft duels, the most deadly with her new step- 
father. It will suffice to state that her life at this 
time was marked by almost incredible fears and 
stresses. Her behavior became increasingly un- 
stable. There were scenes of uncontrolled anger. 
On several occasions she attacked children. She 
imitated others, constantly hummed and talked to 
herself, and refused to cooperate in daily tasks. 
Things became so bad that she and her mother were 
turned out of one igloo after another. 

In spite of this, the community generally showed 
only kindly tolerance and concern. But one night, 
according to a young man’s account, she was ob- 
served befng raped by a great hairy beast, who was 
none other than the goddess Nuleeiayuk’s husband, 
an incubus who rose from the nether world to rape 
and bring disaster. The terrified community acted 
quickly. She was tied up and tortured until she 
confessed her transgressions. When these proved of 
little consequence—the worst was masturbation— 
the community was certain of what it had long sus- 
pected: she was being forced to suffer for parental 
sins. For it was widely known that her mother was 
responsible for her father’s death. Clearly her ill- 
ness was punishment for her mother’s sin. To make 
his wife suffer, the ghost of the father had actually 
driven the tungnik from his own child. He had 
achieved revenge against his wife even though it 
meant striking down his own daughter. 

Realizing that her case was helpless, the girl re- 
quested that her name, within which her soul re- 
sided, be given to a child in utero. The community 
readily assented, for this guaranteed that there 
would be no malevolent ghost seeking revenge. 
While she stood by and actually watched, the an- 
cient ceremony of reincarnation was performed and 
her soul was incarnated in the body of another. In 
short, she attended her own funeral. 


Both of these cases, plus the preceding 
one, parallel standard Western forms of cat- 
atonic schizophrenia. What influence social 
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factors may have had in precipitating latent 
disorders here, increasing or minimizing their 
intensity, and aiding or hindering their reso- 
lution, is difficult to ascertain. We know that 
unbridled fear is a powerful and destructive 
force in life. In individual cases it can dis- 
rupt bodily processes and sometimes even 
kill. Anthropologists have noted that in 
primitive societies the incidence of mental 
disorder appears to increase during the pe- 
riods of acculturation. If this is so, then per- 
haps it is not coincidental that these 3 cases, 
which were the only ones known from mem- 
ory, all occurred at a time of great anxiety 
and social unrest. 

Moreover, in one case the individual was 
burdened with a sense of guilt that was 
deeply rooted in native philosophy and cor- 
roborated by her associates. And finally, all 
3 regarded their cases as beyond remedy. 
They were without spirit-souls, indeed with- 
out names, without identity. In fact, in one 
case, the woman’s “soul” had actually been 
reincarnated in the body of a child. 

The will to be cured must have been 
greatly minimized by such convictions. And 
the 3 women probably had little faith in, or 
understanding of, modern medicine, so that 
they were left without the benefit of their 
culturally prescribed techniques of disease- 
curing and fear-reduction. Even before they 
were evacuated, they were left alone with 
their, problems and fears, cut off from 
friendly associates and deprived of what 
emotional support a sustaining and hearten- 
ing philosophy might possibly have offered 
them. Caught thus with anxieties unresolved 
by institutionalized and socially sanctioned 
facilities, these women were forced to face 
their problems alone. 

Now I am not for a moment suggesting 
that social factors here were a sufficient 
cause, but I do believe that they were con- 
tributing factors, and in several cases per- 
haps even necessary ones. Each of the women 
had been unstable for years. That there was 
a constitutional basis or component for their 
disorders, possibly of genetic origin, can 
hardly be questioned. The postpartum factor 
in Shenarkiyark’s case is clear. But that 
there are maladies here that, as Dostoievsky 
said, “arise from the abnormal conditions of 
society,” also cannot be denied. It is my 


opinion, perhaps because of my anthropologi- 
cal bias, that these conditions, when pro- 
jected into a philosophy of witch-fear, not 
only determined the content of the psychoses 
but increased their intensity, hindered their 
resolution, and, in the 2 latter cases, perhaps 
even acted as a “trigger mechanism,” chang- 
ing latent or mild mental disorders into se- 
vere ones. 

We know, for example, that violent, de- 
structive fears, culturally inspired and pre- 
scribed, when let loose on unfortunate vic- 
tims “in the interests of society,” can be 
disastrous. This is especially true when such 
fears have validity within the philosophy and 
value systems of that society. 


The case of Santainna, a mature, athletic Aivilik 
hunter, is relevant here. I had come to know San- 
tainna quite well. So when, in the winter of 1952, 
I learned that he was in distress, I immediately went 
to see him. I found no fever, no obvious symptoms 
or signs of disease. He complained of pain, but said 
it was not localized. First it was here, then there. 
It was obvious, however, that he was not only 
seriously ill and extremely weak, but partially 
paralyzed. Then I learned that he was convinced 
that his wife’s ghost had bewitched him and that 
consequently he must die. Several years earlier she 
had been evacuated to a tuberculosis sanatorium 
where she remained until her death late in 1951. 
Before she died she became convinced that her 
husband was the cause of her sickness and that he 
was killing her so that he might take a younger 
wife. Indeed, Santainna’s behavior did much to 
encourage her in this ‘belief. While she lived he 
evidencec. little fear of retaliation for, obviously, his 
was.the greater power. But in Aivilik belief it is 
held that after death an individual’s spirit ac- 
quires powers often greater than those it knew in 
life. When Santainna learned of his wife’s death, 
he was literally paralyzed with fear. 

Since no medical facilities were available, I de- 
cided upon a harmless experiment: I gave him 2 
aspirin tablets, which I assured him were counter- 
charms designed to offset bewitching. The relief 
was almost instantaneous: within a few hours he 
was back on his feet, apparently happy again and 
without complaint. The next day he left for his 
traps. 

The question naturally arises as to how trust- 
worthy were my critical judgments in this particu- 
lar case. Was there a physical cause for the ailment 
that I failed to observe? How fearful, sensitive, 
and suggestive was Santainna as a particular indi- 
vidual? And finally, what other life stresses may 
he have been undergoing at that moment? These 
questions must all remain unanswered. But while 
conceding their cogency, it is still my impression 
that Santainna was, perhaps in the true sense of that 
word, bewitched. I believe his fears were of suffi- 
cient magnitude to actually disrupt bodily processes. 
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They might conceivably have proved fatal. Aivilik 
witch-fear, then, was not only a socially, but at 
times a biologically, disruptive philosophy. 


As a final comment it is interesting to note 
that within the last 2 years the intensity and 
destructiveness of witch-fear in Aivilik life 
have greatly diminished as a direct result of 
improved economic and social conditions. Tu- 
berculosis has been brought under partial 
control, at least temporarily. Government as- 
sistance has helped to stabilize the economy. 


Eskimo ingenuity has resulted in improved 
housing conditions. And intentionally or 
otherwise, Catholic mission activities have 
given the natives new rites for fear-reduc- 
tion and have reaffirmed the validity of the 
confessional. Fear of witches is lessening. 
And gradually the Aivilik and their neighbors 
are embracing a less colorful, but a more co- 
operative and perhaps more practical, phi- 
losophy that emphasizes natural rather than 
mystical causation. 


‘ 
= 
i 
im 
4 
4 

: 

ig 


THE “BASE LINE” OF SCHIZOPHRENIA 
Part 1. THe VisuAL PHENOMENA 
J. R. SMYTHIES, M.B., B. Cum., D. P. M., Weysurn, Sask. 


Many people find it difficult to understand 
schizophrenia or to form empathy with schiz- 
ophrenics because they are quite unable to 
imagine what it would be like if they them- 
selves were to become schizophrenics thus 
the experiences of schizophrenic people 
appear quite foreign to them. We can all im- 
agine what it would be like to have any 
common neurological condition and we may 
be able to say on meeting a person with a 
severe anxiety state or denression, “There, 
but for the grace of God, «« |.” Schizophre- 
nics, however, do not commonly evoke this 
response. We are familiar enough with 
anxiety and depression in our own lives and 
we can conceive of a spectrum of such states 
stretching from our own mild and short-lived 
experience of them to the degrees of increas- 
ing severity and chronicity of neurosis. We 
can even see in our everyday mood swings 
the prototype of manic-depressive psychosis ; 
but where in our common experience is the 
corresponding “base line” of schizophrenia? 
Are the experiences of the disease wholly 
foreign to normal people or does the disease 
represent the pathological exaggeration of 
normal processes by the causative factors of 
the disease whatever they may be? It is my 
purpose in this paper to present the evidence 
in favor of the latter hypothesis. 

Whatever opinion we may hold of the na- 
ture of mind it is at least certain that the 
swift and accurate working of the individual 
mind is dependent upon the proper working 
of the brain. Thus when the brain, in schiz- 
ophrenia, fails to work properly, disorders of 
2 kinds result : 

(1) The function of the brain as the 
transmitter of stimuli to the sense-fields of 
consciousness and its integrative, computing, 
and mnemonic functions are distorted. These 
disorders may be explained in simple mechan- 
ical terms and to them may be traced the 
thought disorder, perceptual illusions, and the 
disintegration between the environmental sit- 
uation and the emotional response character- 
istic of the disease. 


(2) That which is normal psychic back- 
ground becomes psychic foreground. 

If we are to search for the “base line” of 
schizophrenia it is to this psychic background, 
Kretschmer’s sphaira, that we must look 
since if schizophrenic experiences were 
normally in the psychic foreground our prob- 
lem would naturally not arise. What then is 
the actual nature of the sphaira and how may 
it behave in normal people? The problem is 
complicated by the fact that most people are 
not well acquainted, through lack of obser- 
vation, with their own sphairas, and because 
most psychiatrists still base their scientific 
thinking on the philosophical theory of per- 
ception known as naive realism. They thus 
regard their own visual! fields as being direct 
views of the external physical world filled 
with common-sense objects such as trees, 
tables, and stars, which are thus supposed to 
be present directly in experience as them- 
selves. The visual field presents itself in di- 
rect experience as a unitary, coloured, and 
spatially extended whole built up from indi- 
vidual conjoined patches of colour called 
sensa. In the theory of naive realism these 
coloured and extended sensa are supposed 
literally to be the surfaces of external phvsi- 
cal objects. Naive realism has long been con- 
sidered as unsatisfactory by philosophers and 
scientists, who have, however, never been 
able to agree on any one alternative theory. 
The philosophy of science is at present based 
on varieties of critical realism that agree in 
recognising that sensa are mot literally sur- 
faces of external physical objects. But no 
realist philosopher has ever been able to give 
a coherent and plausible account of what, ex- 
actly, sensa are or what their relation to their 
corresponding neural events may be. Never- 
theless, critical realism is a much more sat- 
isfactory theory than naive realism, and the 
uncritical and indeed unconscious acceptance 
of the latter theory by psychiatrists has had 
an unfortunate effect on psychiatry. Our 
failure to understand schizophrenia may be 
traced directly to this cause. The situation is 


200 


iZ 
if 
. 
. 
i . 
W 
¥ 
; 
' 


1953] 


J. R. SMYTHIES 


201 


rendered even more curious since much of 
the evidence that has been used by philoso- 
phers to discredit naive realism has come 
from psychiatry itself and more especially 
from neurology and physiology(1, 2). 
Osmond(3) has defined schizophrenia as 
follows: “[An illness] in which disturbances 
of perception, thought, mood and behaviour 
occur, often accompanied by eruptions of 
subconscious and superconscious material 
into consciousness.” The affective changes 
are probably the most important but the 
changes in perception are hardly less so and 
are more amenable to analysis. The basic 
questions we must answer concern, then, the 
nature of hallucinatory experience. To estab- 
lish our base line we must determine to what 
extent hallucinations can occur in normal 
healthy people, and whether these hallucina- 
tions belong to the same natural order as do 
those of schizophrenics. The reason for the 
neglect of this subject may be traced to the 
present cultural prejudice against such ex- 
periences and to the fact that psychiatrists 
have not established clearly the essential 
unity of hallucinatory experience (excluding 
hallucinations due to simple mechanical inter- 
ference with the signaling mechanism). 
Visual i.allucinations, in the form of hyp- 
nagogic and eidetic imagery, occur so fre- 
quently in normal people that they cannot 
reasonably be considered as abnormal or 
pathological in themselves and it is only our 
own erroneous preconceptions that make us 
think that they are. The formation of hallu- 
cinations is a normal activity of the mind. 
In schizophrenia we are not dealing with 
disorder of thought and feeling and the path- 
ological occurrence of hallucinations but with 
disorders of thought, feeling, and halluci- 
nations, which latter merely become patholog- 
ically increased. The cause of these errors 
of judgment on our part may be found in the 
pernicious influence of naive realism for 
these reasons. Since the visual field is sup- 
posed actually to be the external physical 
world of common sense it “ought” not to 
change in any way independently of events 
in the common world. Since, however, it is 
an undeniable fact of experience that it does 
so change—as when we merely deflect one 
eye to produce the 2 visual worlds of double 


vision—all such changes are dubbed illusory 
and are regarded as being in some subtle but 
undefined way “untrue.” Likewise sensa, or 
collections of sensa, may certainly be expe- 
rienced, either with the eyes open (when they 
may or may not be integrated with the rest 
of the visual field), or with the eyes shut, 
that correspond to no object in the physical 
world. They are called hallucinations, though 
the sensa of which they are composed are 
indistinguishable in their intrinsic nature 
from any other sensa. They are thus thought 
of as being “unreal.” This verdict is not 
satisfactory for 2 reasons: 

(1) It is based on the unconscious as- 
sumption of the entirely erroneous theory of 
perception of naive realism. If we are to 
bring psychiatry into line with contemporary 
science it is absolutely necessary to abandon 
naive realism and to substitute one of the 
forms of critical realism in its place. 

(2) For the purely pragmatic reason that 
this verdict leads to the neglect of halluci- 
nations as, being “unreal,” they are supposed 
to lie outside the scope of natural science. 
Science is, however, merely the application 
of the scientific method to the facts of human 
experience(4). Human experience is pri- 
mary, and the only satisfactory definition of 
the real is that which can be experienced. 
Hallucinations certainly deserve the careful 
investigation, the search for constant fea- 
tures, and the formulation of causal laws that 
constitute the scientific method. 

In normal people in our culture the sphaira 
manifests itself in rather shadowy and un- 
satisfactory form as the spontaneous flow of 
fantasy, in more concrete form as hypnagogic 
and eidetic hallucinations, and in the fully 
developed form of the mescaline phenomena.* 
In the following analysis of the hypnagogic 
phenomena it will be apparent that they be- 
long to the same natural order as the phenom- 
ena witnessed under mescal and that these in 
turn differ from those experienced by schizo- 
phrenics only in the different time factor, 
more complex biochemical changes, greater 
sociological stress, etc. in the latter. 


1 Mescal must produce its effect by inhibiting 
those processes of the brain whose natural func- 
tion it is to inhibit in turn the spontaneous inherent 
and natural activity of the sphaira. 
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A Stupy or Hypnacocic PHENOMENA? 
GENERAL CHARACTERISTICS 


Incidence—While relatively common in 
children hypnagogic experience is by no 
means rare among adults. Havelock Ellis 
refers to them as occurring in “nearly all per- 
sons, when children”; Sir John Herschel 
says they are “no very uncommon thing.” 
Probably about 10% of persons have such 
experiences at one time in their lives. 

Frequency.—This varies between “‘a single 
occurrence in a lifetime to the habitual seeing 
by day, whenever the eyes are closed, and by 
night with the eyes open or shut.” 

Method of Formation.—Here 3 different 
processes may be distinguished: (1) An in- 
distinct blob or cloud of color may start to 
swell and change and quickly build up into a 
fully formed object such as a vase or face. 
(2) The fully formed pictures may suddenly 
flash on and off in the darkness. (3) They 
may swing in from one side across the whole 
field of vision and disappear on the other 
side. All these processes are also found in 
the mescal phenomena. 

Subject Matter—This follows closely the 
mescal phenomena. Formless clouds and 
patches of color and dim mosaics are very 
commonly seen if the visual field be carefully 
inspected in the dark at any time. Galton(6) 
says that before he thought of carefully try- 
ing “I should have emphatically declared that 
my field of vision in the dark was essentially 
of a uniform black, subject to an occasional 
light-purple cloudiness and other small vari- 
ations. Now, however, ...I have found 
out that this is by no means the case, but 
that a kaleidoscopic change of patterns and 
forms is continually going on.” Ladd(7) 
notes that the darkness is a black wall with a 
multitude of yellow spots. I myself have 
frequently been able to make out bands of 
faint blues, greens, and reds in the darkness. 

Next in the range of complexity come the 
designs and patterns. These again are clearly 
the same phenomena as seen under mescal. 
They have the same characteristics of sym- 
metry, regularity, and extreme beauty and 
the same forms—finials, curves, spirals, 
leaves, blossoms, latticework, arabesques, etc. 


2 Much of the information is derived from refer- 
ence 5. 


The more complex patterns are described as 
wall patterns or tapestries. For instance 
Lang once saw “a very remarkable wall pat- 
tern in crimson, which I could not, when 
wide awake, invent or design.” 

A good example of how visions of formal 
objects may be built up is quoted by Leaning 
(5): “I saw some lovely lace a short time 
ago of most elaborate pattern. As I watched 
it, it changed gradually into a case full of 
pierced silver spoons and forks and other 
things of that kind. These in turn slowly 
became silver needlework, which then faded 
away.” Almost any object may be seen: ani- 
mals, both known and fantastic, masks, stat- 
ues, faces, flowers, etc. 

Landscapes are found only in adults and 
are usually spoken of in terms of admiration: 
“fine landscapes,” ‘“‘vivid and charming land- 
scapes in natural colors,” “highly picturesque 
and pleasing.” One percipient described his 
experiences as follows: “I also see places, 
houses, mountains, and very often cloud 
formations, which break and give a view of 
distant valleys or scenery in great bright- 
ness.” 

Lastly, scenes may be depicted of people 
engaged in some activity in a natural setting. 

Aesthetic Qualities —Also to be considered 
is the boundless variety—it is very rare for 
any vision to repeat itself—and their extreme 
beauty. This effect is obtained thus: the 
colors are usually beautiful in themselves 
and very highly saturated; forms are ex- 
quisite in themselves and in their mutual 
relations; many pictures are in fact major 
works of art such, it is commonly agreed by 
the percipients, as are beyond the scope of 
any terrestial artist. For instance, Professor 
Ladd(7) notes: “By far the purest, most 
brilliant, and most beautiful colours I have 
ever seen, and the most astonishing artistic 
combinations of such colours, have appeared 
with closed eyes in a dark room.” 


BEHAVIORAL REACTIONS 


People may react to these visions in 3 
ways: fear, surprise and interest, or aston- 
ishment and reverent awe. Fear is found 
commonly in children. Greenwood admitted 
that “no words and no skill in using them 
can describe an intensity of meaning which 
is sometimes too vivid, too invading, too 
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terribly convincing to be borne.” Compare 
this with the reaction of one of Rouhier’s(8) 
subjects to her mescal-induced visions: “It 
was an experience of unimaginable art, un- 
forgettable, and of an intensity for which 
there are no words to describe and which it 
is necessary to experience to understand ;” 
and with Weir Mitchell’s(g) reaction to the 
same phenomena: “I find it hopeless to de- 
scribe in language the beauty and splendour 
of what I saw.” 


ORIGIN 


If one thing is certain it is that these vi- 
sions do not represent the visual recall of 
personal memories. The percipients will 
recognise a number of the objects as of 
recent experience or thought but the vast 
majority of the images will be quite strange 
to them. For instance, Herschel(10) found 
“No reference or resemblance to any objects 
recently seen or even recently thought of.” 
Greenwood described them as “strikingly 
distinctive, but never remembered.” Lang 
tried to see faces of his friends but saw only 
“the unknown, the uncalled for, the unex- 
pected strange faces, fair or hideous, sweep 
past; never, never once, the faces of our 
desire.” 

Neither is any theory of explanation in 
terms of the release of lower neural centers 
tenable, for the reason that these collections 
of hallucinatory sensa possess an evident and 
intrinsic spatio-temporal structure. They are, 
in the final analysis, colored geometrical 
shapes, and these are equally evidently incon- 
gruous with any possible pattern of neuronal 
activity in any part of the brain. (This is the 
same argument as may be used to refute the 
theory of psychoneural identity since all 
sensa are distributed over the interior surface 
of a hollow sphere, as Price(11) noted, the 
evident structure of the visual field, which 
primary shape cannot be produced by the 
highly convoluted cerebral cortex or by the 
complicated shape of corticothalamic connec- 
tions.) The first person to understand their 
actual origin was Sir John Herschel(10), 
who had experience of regular geometrical 
patterns in the hypnagogic state. He rea- 
soned that the construction of regular geo- 
metrical patterns implied the exercise of 


thought and intelligence, and that here was 
evidence of “a thought, an intelligence, work- 
ing within our own organisation distinct from 
that of our personality.” Alexander(12), 
after a careful study, reached these conclu- 
sions: First, although retinal stimuli might 
be a furthering condition, the images are not 
of peripheral origin since “there is no dis- 
coverable, nor indeed conceivable, relation 
between such stimulation and the objects 
perceived,” and when they are of auditory 
form, still less does the eye arouse them. 
Secondly, it is self-evident that, not being 
memories nor things seen or previously im- 
agined, they are mental constructs. Thirdly, 
they are the work of a highly differentiated 
mental compartment, without any apparent 
connection, emotional or volitional, with the 
aims, interests, or feelings of the person 
concerned. 

We may now identify this “mental com- 
partment” with the Jungian Collective Un- 
conscious. In this connection, Jung(13) 
comments: “I welcome unreservedly your 
idea of the Platonic mundus archetypus be- 
coming visualized under the influence of 
mescaline.” It is noticeable that the phenom- 
ena experienced by different people are much 
more similar to each other than they are to 
any experiences or determinable factors in 
these people themselves. Fuithermore, the 
images have all the qualities of beauty, splen- 
dor, inexhaustible fertility of imagination 
and fantasy, as Jung has discovered in the 
archetypal world through its other manifes- 
tations in certain “clear” dreams. These phe- 
nomena are not brain-dependent events. They 
appear when the activity of the brain is 
damped down through incipient sleep, fa- 
tigue, drugs, or endogenous toxins including 
the hypothetical toxins of schizophrenia. 
They are purely mind-dependent events and 
are derived from those depths of the in- 
dependent psyche that have been recognised 
through the ages under various names— 
Myers’ “Subliminal Self,” the “Divine 
Ground” of the perennial philosophers, the 
Tibetan “Bardo,” etc. It is surely the same 
source whence comes artistic inspiration of 
all kinds, especially such “spontaneous” art 
as Mozart’s or “Kubla Khan.” 

It is not surprising that the schizophrenic, 
in whom this other world has come to life 
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because his brain has ceased to be able to 
suppress it, soon sinks into contemplation of 
this inner world and thence to the apparent 
apathy and stupor of the disease. Schizo- 
phrenics do not talk much about their expe- 
riences but a few may write about them. The 
following passage is taken from Hennell’s 
personal account of a schizophrenic illness 
(14) and shows to what extent the Collective 
Unconscious may manifest itself in the ill- 
ness. 


And yet, all night long, with what rapt intensity 
would the mind concentrate on the new existence 
which was opened to it, returning, sometimes with 
conscious difficulty, to material necessities when 
day was renewed. . . . The life of solitary, supreme 
experience, where a vision being worked up for, 
as to a climax, would be vouchsafed marvellously 
yet momentarily—seeming almost always to be be- 
trayed by an involuntary movement of the brain, to 
some spiritual enemy who was ever on the watch. 

As to the visioned creations, these were of finer, 
thinner stuff than iridescent bubbles, in all the de- 
tails of their forms more minute and miraculous 
than anything upon earth. Indeed, they would have 
had little significance, had they been such as could 
conceivably have been provided, or invented, from 
the experience of a human lifetime. There were 
small suns and strange twilit worlds of lakes and 
islands—not conceived as spinning balls, like our 
earth, but having definite yet changeable limits, as 
drops of oil which float on water. Planets, with 
their peculiar signs, came near, the sun was broken, 
and the face of the earth was changed, the land- 
scape was never so enchanted. An ancient cave, 
passage, or hollow ladder, seemed to connect new 
earths ; perhaps this was such as Jacob saw, for it 
was an image of remote eageiy: 


Many of the experiences of schizophrenics 
have all the qualities of splendor and tran- 
scendental beauty of the mescaline phenom- 
ena(15). If we survey the whole field of 


human experience, visual sensa are thus seen 
to belong to 2 very different systems. In one 
they form the stable visual field of everyday 
experience in which, obeying the laws of 
psychophysical relation, they mirror con- 
stantly and accurately the external physical 
world. In the other they form an equally 
organised collection but they no longer obey 
the laws of psychophysical relation but ap- 
parently those of aesthetics and poetry. 
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AN OXIMETRIC ANALYSIS OF EMOTION AND THE DIFFERENTIAL 
PLANES OF AWARENESS SEEN IN HYPNOSIS 


JOHN W. LOVETT DOUST, M.B.2, Toronto, CANADA 


The interdependence of affect and con- 
sciousness is apparent in the clinical exami- 
nation of psychiatric patients, in the sleep 
and dreams of healthy people, and in certain 
other experimentally controlled situations. 
Previous work has suggested that a variable 
common to each of these states consists in 
the deviations of the arterial oxygen satura- 
tion of the blood, as estimated oximetrically. 

Hypnosis provides a satisfactory method 
for the artificial production of emotion and 
change in awareness. It was employed in a 
series of 14 observations on 3 female neu- 
rotic patients whose arterial oxygen satura- 
tion was monitored regularly by discontinu- 
ous spectroscopic oximetry. Unpleasant 
(anxiety, depression, and rage) and pleas- 


ant (euphoria and ecstasy) affects were 
induced by the hypnotist in the form of 
“dreams” and the effects of deepening and 
lightening the hypnotic “sleep” were also 
investigated. 

It was found that peripheral oximetry pro- 
vided an accurate index of the depth of hyp- 
nosis and hence of the plane of relative un- 
awareness attained. It was also seen that 
unpleasant emotion, when allowed to persist 
as a posthypnotic suggestion, was accom- 
panied by relative anoxaemia, while pleasant 
emotion under similar conditions tended to 
be associated with a raised blood oxygen 
saturation when this was compared with 
baseline values. 


BEHAVIOR PATTERNS, READING DISABILITIES, AND 
EEG FINDINGS 


TAYLOR STATTEN, M.D.°, Mon rreat, CaNaDA 


This study reveals a group of childien who 
were referred to the psychiatric outpatient 
clinic of the Children’s Memorial Hospital. 
Failure to do well in school was the most 
common reason for referral. There was usu- 
ally a marked reading disability and there 
were frequently long behavior problems. 
The group became isolated from other chil- 
dren with similar problems because of inter- 
esting correlations found in their histories, in 
their psychological tests, and in their EEG 
findings. A high percentage of children of 
this group had a history of brain-damage. 
They all had educational problems and most 
of them were especially retarded in reading. 


1 The items hereunder are brief abstracts of re- 
ports presented at the Regional Research Confer- 
ence, Montreal, Canada, November 1952. 

2 Physiological Psychiatry Laboratory, Univer- 
sity of Toronto, Department of Psychiatry. 

8 From the Department of Psychiatry, McGill 
University, Montreal. 


Testing of the group showed visuomotor 
disturbances. This was apparent in psycho- 
logical testing most markedly in the object 
assembly subtests where there is often an 
extreme drop in this score in the children’s 
Wechsler. The coding and block design sub- 
tests are also affected. In these 3 subtests 
the object assembly, the coding, and the block 
design, where the absolute score did not re- 
veal any score, often the quality of perform- 
ance did. Performance IQ’s on the Wechsler 
were frequently lower than verbal IQ’s. The 
over-all IQ’s as revealed in the tests were 
below what was felt to be the IQ potentiali- 
ties. The drawings of people in nearly all 
cases pointed out a visuomotor problem with 
the Goodenough IQ score ranging from 30 
to 38 points below the children’s Wechsler 
IQ. Psychiatric evaluation of this group 
showed them all to be severely emotionally 
disturbed, and most of them had been prob- 
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lems to the family since the first years of 
life. In many cases parents felt that this 
child was different from all the other children 
in the family. Hence interpersonal relation- 
ships were usually extremely poor and char- 
acterized by distortions ranging from with- 
drawal to aggressiveness. 

The EEG findings all showed a similar 
type of disturbance. Many of them had dif- 
fuse disturbances on all usually slow 2-to-3- 
per-second waves in the occipital region. 
Two speculative thoughts were presented. 


Most clinics that apply the psychosomatic 
point of view arrive empirically at the reali- 
zation that so-called “superficial psycho- 
therapy” is the psychological management of 
choice. Such treatment consists of a com- 
mon-sense approach by means of kindness, 
tolerance, indulgence, allaying of anxiety by 
any available trial-and-error means, demon- 
strative friendliness and reassurance, deliber- 
ate omniscient and omnipotent behavior in 
the doctor for the purpose of enhancing con- 
fidence in him, total somatic care in terms 
of nutrition, medication, hygiene, and an 
agreeable environment. All the auxilliary 
personnel of a home, clinic or hospital en- 
vironment can participate in this program. 
In addition to suppressive and inspirational 
approaches, there may be a good deal of 
manipulation of the external environmental 
circumstances of the patient. In short, super- 
ficial psychotherapy is an aspect of a patient- 
physician relationship that can be recognized 
as the supreme form of the art of medicine. 

For severely somatically ill patients, ex- 
pressive and uncovering psychotherapy, 
aside from practical disadvantages, not infre- 
quently exacerbates the acute phase of the 
morbid process. Those physicians who are 
successful in their management of such pa- 
tients with psychosomatic illnesses appear to 
possess the “art of medicine” in the highest 
degree. This faculty is a characterological 


4 Associate Psychiatrist, The Mount Sinai Hos- 
pital, New York City; President, American Psy- 
chosomatic Society. 


PSYCHOPHYSIOLOGICAL BASIS OF MEDICAL PRACTICE‘ 
SYDNEY G. MARGOLIN, M.D., New York Crry 


Have we identified a group of children who 
have had minimal brain damage in the early 
years of life? In this minimal brain damage 
responsible for the visuomotor disabilities on 
the EEG findings? Have the anxieties and 
emotional problems arising out of this brain 
damage interfered with the maturation at all 
levels at psychophysical integration produc- 
ing visuomotor abnormalities and the EEG 
findings? 

More research is necessary before we can 
move on in a knowledge of this problem. 


asset in a given physician and cannot be 
communicated or taught. This paper is con- 
cerned with the analysis of this “art” with 
the expectation that its elucidation might 
make it an aspect of the science of medicine. 

One striking feature of remission and re- 
lapse of this group of chronic recurrent ill- 
nesses is the association of mood changes. 
Peptic ulcer, ulcerative colitis, neuroderma- 
titis, are several observed to relapse in de- 
pressed states, whereas remission is acceler- 
ated during elevated moods. Asthmatic 
symptoms of a dry spastic state, are fre- 
quently aborted or relieved by affects asso- 
ciated with tearfulness. In other words, 
emotions, affects, and moods are psychophysi- 
ologial states in which the pathophysiologic 
characteristic of a given disease is either in- 
creased or diminished. On the basis of this 
hypothesis, a study was made of, first, what 
transpires between a somatically ill patient 
and his physician who provides comprehen- 
sive medical care and, second, the nature of 
the mood change in the patient associated 
with alterations in his disease process. The 
systematization of the observed empirical 
data was that of psychoanalytic psychology. 

Patients with psychosomatic disease tend 
to regress to more infantile behavior in rela- 
tion to the treatment situation than patients 
in whom the psychological factor is less in- 
tense. 

For the purposes of control, the therapeu- 
tic situation was structured as consisting of 
3 phases. The first phase consisted of rein- 
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forcing the patient’s regressive drives. All 
discipline or compulsory formalities were 
dispensed with to the greatest extent possible. 
Instead of formal daily scheduled interviews, 
the therapist sought the patient out wherever 
he was, several times a day. The guiding 
principle of this frequency is analogous to 
that of the demand-feeding schedule. Vari- 
ous devices have been developed to impress 
this pervasive atmosphere of interest and 
concern upon the patient, during the times 
when the therapist is absent from the hospi- 
tal. Physiological needs of hunger, thirst, 
the excretory functions, fondling, rest, sleep, 
and play are anticipated and indulged. For 
example, food may be prepared and provided 
by the therapist, usually in the form of high 
caloric milk mixtures. It is available on de- 
mand and often is given to the patient by his 
therapist. The goal of physiological remis- 
sion was invariably associated with a change 
in mood. The clinical psychiatric states 
might indicate considerable psychopathology, 
e.g., a patient with peptic ulcer showed para- 
noid trends, a patient with ulcerative colitis 
manifested schizophrenia, another with re- 
gional illeitis became destructively aggressive 
towards her parents. It is of considerable 
significance that the families of these patients 
bitterly resented the altered psychological 
state and in some instances declared that they 
would rather have the somatic disease back. 
This suppressive, intolerant reaction in the 
families was an unconscious perpetuating 
factor in the somatic disease of the patient. 

The first phase of the treatment is desig- 
nated as Anaclitic Therapy to indicate in psy- 
chonanalytic terms that the patient-physician 
relationship is that of a mother and her in- 
fant. It is, so to speak, an active, nonverbal 


form of communication. In the second 
phase, the therapist continued to gratify the 
expressed and unexpressed needs of the pa- 
tient while verbally interpreting the patient’s 
wishes. This verbal activity by the physician 
is perceived by the patient as an act of sepa- 
ration, in that reality and a consciousness of 
stimulus and response are created. In short, 
a kind of weaning is attempted. Inasmuch 
as this separation process is an aspect of in- 
terpersonal relationships to which such pa- 
tients react with the highest sensitivity, it is 
conducted with the greatest caution. If it is 
premature, psychological affects and somatic 
relapse may indicate it. In general, the guid- 
ing hypothesis is to have the patient regress 
affectively to that genetic and dynamic phase 
that antedated the traumatic period of his 
development. This implies the taking-over 
of certain of the patient’s ego functions by 
the therapist. The problem in weaning is 
to restore these ego functions without invok- 
ing a pathophysiological reaction. This ap- 
pears to be accomplished by means of the 
continuing regressed relationship to the ther- 
apist while undertaking more mature atti- 
tudes towards activities and environment. 

The third phase consists of continuing re- 
education and extensive expressive psycho- 
therapy as, for example, psychoanalysis. 

This investigation tends to support the 
view that psychosomatic disease is a form 
of psychophysiological regression in which 
the patient struggles to relive and reenact 
the traumatic genetic early experience of his 
life. Superficial psychotherapy appears to 
act favorably when a iatrogenic regression is 
established that induces a mood state whose 
psychophysiology opposes the pathophysi- 
ology of the disease. 
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CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PSYCHIATRY: 


Sir: There is still confusion about the 
relationship of the Child Study Center of 
Yale University, of which I am Director, 
and the Gesell Institute of New Haven. 

The Gesell Institute, which publishes syn- 
dicated newspaper articles and has television 
programs, has no relationship to Yale Uni- 
versity. It is a private institution, and Dr. 
Gesell and his associates have no tie what- 
ever with the Yale Child Study Center. The 
Yale Clinic of Child Development, popularly 
known as the “Gesell Clinic,” was brought 
to an end when Dr. Gesell retired from Yale 
in 1948. 

I would appreciate it if these facts could 
be brought to the attention of your readers. 

Mitton J. E. Senn, M. D., Director, 
Yale University Child Study Center 


Editor, AMERICAN JOURNAL OF Ps: CHIATRY: 


Sir: I have read with interest the editorial 
by S. C. in the May issue of the JourNAL, 
entitled “For a Generic Classification of 
Certain Psychoses.” The author is critical 
of the new nomenclature of the Association, 
especially with regard to the group of dis- 
orders that rejoice in the subtitle of “Dis- 
orders of Psychogenic Origin or Without 
Clearly Defined Physical Cause or Structural 
Change in the Brain.” Many others share a 
feeling of dissatisfaction with the definitions 
and groupings, especially of this category. 
Pinel was neither the first, nor the last, to 
criticize previous nomenclatures. Truly, the 
way of the nosologist is hard! 

It is to one particular sentence, however, 
that I direct my remarks, namely the aston- 
ishing statement, “The broader and (at pres- 
ent) more accurate use of ‘psychosis’ is to 
denote any patient legally ‘insane.’” With 
this statement I am totally unable to agree. 


The word is difficult to define (the authors 
of the new nomenclature [p. 12] evidently 
found it so, too!), but if there is one word 
with which it is not synonymous it is “in- 
sane” ! In the first place, the latter word has 
a variety of meanings, depending on the con- 
text (wills, deeds, crimes, guardianship, or 
commitment, for instance). For certain pur- 
poses, a mental defective or psychoneurotic 
or even a “sociopathic personality” may be 
“insane,” whereas many persons with psy- 
chosis would not be considered legally insane. 
We are often critical (and justly) of the 
lawyers’ attempt to make us speak their 
language ; there is no need to capitulate now 
on this score at least! 
WINFRED OVERHOLSER, M. D., 
Washington, D. C. 


Editor, AMERICAN JOURNAL OF PsyCHIATRY: 


Sir: It was good of you to show me Dr. 
Overholser’s letter and to give me a chance 
to answer it. I hold no brief for the term 
“psychosis” nor for the term “insanity.” I 
would be glad to see both of them dropped. 
I was merely stating what I considered to be 
the vulgar and generally accepted use of the 
term “psychosis.” Probably I should have 
said “the broader and (at present) more 
common use of “psychosis” ! 

I don’t see why Dr. Overholser is aston- 
ished at my statement when Stedman’s Med- 
ical Dictionary defines psychosis as a dis- 
order of mind, insanity and Webster defines 
psychosis as mental disease; any serious 
mental derangement, and insanity as de- 
rangement of mind, adding that it implies 
mental disorder resulting in inability to ar- 
range one’s own affairs. Far be it from me 
to argue with Dr. Overholser on any legal 
implications. In that field he is an authority 
and I am an amateur. 

STANLEY Coss, M. D. 
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PROCEEDINGS OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION 


THE ONE HUNDRED AND NINTH ANNUAL MEETING 


LOS ANGELES, CALIFORNIA, 1953 


The rogth annual meeting of The Ameri- 
can Psychiatric Association was held in Los 
Angeles, California, at the Statler Hotel, 
May 4-8, 1953. The official opening meeting 
was called to order by Dr. D. Ewen 
Cameron, President, at 9:45 A. M., Monday, 
May 4, in the Pacific Ballroom of the Statler 
Hotel. Dr. E. Vincent Askey, Past-Presi- 
dent of the California Medical Association 
and the Vice-Speaker of the American Med- 
ical Association, gave a most cordial address 
of welcome, to which Dr. Cameron re- 
sponded appropriately. 

Dr. Cameron, with a few words of praise 
and congratulations, introduced to the mem- 
bership the President-elect, Dr. Kenneth E. 
Appel. The sixth annual report of the Med- 
ical Director, Dr. Daniel Blain, was given 
and received with interest and appreciation. 
Dr. Cullen Ward Irish, Chairman of the 
Committee on Arrangements, added a word 
of welcome, and spoke briefly on diversional 
activities available in moments free from 
academic and organizational activities. Dr. 
Cameron thanked Dr. Irish and his Commit- 
tee for the tremendous task they had per- 
formed. Dr. David A. Young, Chairman of 
the Program Committee, expressed apprecia- 
tion to the Officers and Council for helpful 
advice and suggestions in the preparation of 
the program, and thanked the many mem- 
bers and guests who were participating. He 
stated that his committee always experienced 
a problem in the selection of papers and in 
learning from the abstract the content of the 
paper. He requested that all abstracts follow 
this plan: (1) Give the proposed title and 
briefly the general nature of the paper. (2) 
Give the aim of the paper and any hypothesis 
to be proven. (3) State the method em- 


ployed in the study. (4) State the limits of 
the study, such as the number of cases in- 
volved, duration of study or follow-up. (5) 
Give the findings of the study, and (6) state 
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the conclusions that can be drawn from the 
material. Dr. Young called the attention of 
the membership to the November 1, 1953, 
deadline for papers, films, exhibits, etc. 

In the absence of the Secretary, Dr. R. 
Finley Gayle, Jr., Dr. Frank Curran reported 
the total membership as 7,609, including 
1,995 Fellows, 4,147 Members, 1,026 Asso- 
ciate Members, 262 Life Fellows, 27 Life 
Members, 24 Honorary Members, 78 Cor- 
responding Member:: and 50 Inactive Mem- 
bers. Dr. Curran stated that the total mem- 
bership last year was 7,105, making an 
increase in membership for the year of 504. 
The next matter of business was the report 
of the Treasurer, Dr. Howard W. Potter, 
for the period April 1, 1952 to March 31, 
1953. This report appears separately as a 
part of these Proceedings. Dr. Cameron read 
a telegram of wishes for a successful meeting 
from the World Federation for Mental 
Health, and asked the membership to please 
clear any statements to the press with the 
Committee on Public Information. 

The President-elect took the chair, and 
President Cameron gave a most interesting 
and stimulating address on “Psychiatry and 
Citizenship.” Following this address, the 
membership rose while Dr. Curran read a 
memorial to deceased members. 

At the next business session for members 
on May 5, Dr. Crawford N. Baganz, chair- 
man of the Board of Tellers, gave the results 
of the mail ballot for the election of Officers 
and Council Members as follows: president- 
elect, Dr. Arthur P. Noyes; secretary, Dr. R. 
Finley Gayle, Jr.; treasurer, Dr. Howard 
W. Potter; councillors, Dr. S. Spafford 
Ackerly, Dr. Maurice Levine, Dr. Paul L. 
Schroeder ; and auditor, Dr. Arthur Milsap 
Gee. Dr. R. Finley Gayle, Jr., secretary, 
presented to the membership for acceptance 
the following applications for District 
Branch status: Bronx (N. Y.) District 
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Branch, New York County (N. Y.) District 
Branch, Nassau (N. Y.) District Branch, 
South Central (La. and Miss.) District 
Branch, Central California District Branch, 
Southern California District Branch, Col- 
orado District Branch, Quebec District 
Branch, Virginia District Branch, and North 
Pacific (Ore., Wash., British Columbia) 
District Branch. Dr. Gayle called attention 
to the constitutional requirement that there 
must be a two-thirds vote of those present 
for acceptance of a District Branch. Where- 
upon, each application was voted on sepa- 
rately and accepted. Dr. Cameron then an- 
nounced that, according to the Constitution 
the required number of District Branches 
having been accepted, the Assembly of Dis- 
trict Branches of the APA was thereby 
established, and that the first meeting of that 
body would take place that afternoon at 4:00 
P. M. 

Dr. Cameron asked Dr. Gayle to read 
Regulations Governing the District Branches 
and Affiliate Societies which had been drawn 
up and recommended by Council for adop- 
tion. Considerable discussion followed with 
regard to these regulations, some indicating 
that there should be further study made 
before they were voted upon. On motion, 
duly seconded, it was voted to refer these 
regulations to the Assembly of District 
Branches for consideration and report to the 
membership at a subsequent meeting. Dr. 


Cameron then recognized and. welcomed | 


official representatives of other organizations 
and colleagues from foreign countries. 

At the business session for members on 
May 6, the recommendations of the Commit- 
tee on Membership, as approved by Council, 
relative to the election of new members and 
changes in status of certain members were 
presented by the Secretary, and duly ac- 
cepted. Dr. Gayle announced a registration 
total of 1,825 plus 300 ladies, and then gave 
his report of the principal and important 
actions of Council taken at its meetings dur- 
ing the past year. These actions, which ap- 
pear separately as a part of these Proceed- 
ings, were approved by the Membership. 

The annual banquet, held on the evening 
of May 6, was a very enjoyable affair. At 
this time, the President, retiring officers, 
councillors and committee chairmen were 


presented with Certificates of Commen- 
dation. The Isaac Ray Lectureship Award 
was presented by Dr. Frank J. Curran to 
Dr. Gregory Zilboorg, who will deliver lec- 
tures on “The Psychology of the Criminal 
Act and Punishment” at Yale on October 14, 
21, and 28 and November 4, 11, and 18 this 
year. In the absence of Dr. Nolan D. C. 
Lewis, Chairman of the Board, Dr. Cameron 
awarded the Hofheimer Prize for research 
to Dr. Thomas H. Holmes and his co- 
workers, Helen Goodell, Stewart Wolf and 
Harold G. Wolff for their work on the nose. 
The Mental Hospital Achievement Awards 
were presented by Dr. Winfred Overholser, 
Chief Consultant of the Mental Hospital 
Service, to the following: First Award to 
Selkirk Mental Hospital, Manitoba (Edward 
Jchnson, superintendent) for pioneering 
volunteer programs in Canadian hospitals ; 
Second Award to Enid State School, Okla- 
homa (Mrs. Anna Scruggs, superintendent) 
for actively assisting in raising a bond issue 
for new buildings resulting in full-time ed- 
ucation, medical, and recreation programs 
for all children; Third Award to V.A. Hos- 
pital, Sheridan, Wyoming (E. S. Post, man- 
ager) for developing therapeutic optimism 
throughout the hospital by good administra- 
tive and educational practices; Honorable 
Mention to Polk State School, Pennsylvania 
(Gale H. Walker, superintendent) for estab- 
lishing effective TB treatment and control 
prograins; Honorable Mention to Anna 
State Hospital, Illinois (R. C. Steck, super- 
intendent) for the introducatioa of mental 
health education program; Honorable Men- 
tion to Sonoma State Home, Eldridge, Cal- 
ifornia (Charles Ludwig, clinical director) 
for establishing preadmission diagnostic 
service that has cut down waiting lists for 
urgent cases. 

At the business session on May 8, Dr. 
Ivan C. Berlien offered the following resolu- 
tions from his Committee: 

1. Resolved, That the President and Members 
of The American Psychiatric Association, convened 
in Los Angeles, California, for their 1o9th Annual 
Meeting, do hereby express their appreciation to 
their esteemed fellow physician, E. Vincent Askey, 
M.D., Past-President of the California Medical 
Association, and Vice-Speaker of the American 
Medical Association, for the cordial welcome that 


he accorded us and our Association upon the occa- 
sion of our Official Opening of this Convention. 
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2. Resolved, That the Association, now assem- 
bled, herewith express and record our esteem and 
gratitude to its distinguished President, D. Ewen 
Cameron, for his forceful and wise leadership under 
which our Society has experienced real growth, 
and rich benefits during the past year. His interest 
and devotion to the promotion of better relation- 
ships between our Association and its District 
Branches and Affiliate Societies deserves special 
commendation. 

3. Resolved, That the Association herewith grate- 
fully express its appreciation for the unfailing and 
tiieless devotion to the numberless and exacting 
tasks during this meeting and throughout the year, 
to the Officers, Members of Council, Section and 
Committee Chairmen, and Secretaries. 

4. Resolved, That we, Fellows and Members of 
the Association, do herewith extend our sincere 
thanks and acknowledgment for their enthusiastic 
never-failing service to us throughout the past year 
to Dr. Daniel Blain, Mr. Austin Davies, and their 
valiant staffs who labor mightily but very often 
unseen and unheralded to the end that the rapidly 
multiplying affairs of our Association continue to 
result in real gains and many benefits. 

5. Resolved, That once more we warmly record 
our now really great debt of gratitude to Dr. 
Clarence B. Farrar who has long served with dis- 
tinction as our Editor of The American Journal of 
Psychiatry. 

6. Resolved, That the thanks of the Association 
be extended to the members of the Working Press 
who have so sympathetically and generously re- 
ported and recorded the Scientific Proceedings of 
our 109th Annual Meeting. 

7. Be It Resolved, That our warm thanks and 
appreciation be now made of record to Dr. Cullen 
Irish and Dr. Edwin E. McNeil, Chairman and 
Co-chairman, respectively, of the Arrangements 
Committee, whose magnificent Cémmittee, under 
their inspired leadership, made possible for us one 
of the most memorable Annual Meetings in the 
history of the organization. . 

8. Resolved, That in iio less measure, this Asso- 
ciation pay special tribute to those two gracious 
ladies and to their Committee Members, Mrs. Glenn 
Myers, Chairman, and Mrs. Charles Tidd, Co- 
chairman of the Ladies Committee, who so success- 
fully planned to make this meeting deserving of a 
most pleasant memory for both our ladies and our- 
selves. 

9. Be It Resolved, That our membership here- 
with express its warm thanks to Mr. Alan Pollock, 
Director of the Los Angeles Chamber of Com- 
merce, Mr. Richard Hewitt, and Mr. Maurice 
Ribert, both of the Statler Hotel staff, for the 
many kind and helpful acts of service and courtesy 
extended to us in planning and carrying out this 
successful meeting. 


10. Resolved, That we, as an Association and as 
members, again most cordially extend our thanks to 
Dr. David Young and his Committee on Program 
for the excellent and gratifying program which we 
have enjoyed at this 109th Annual Meeting. 

11. Be It Resolved, That the Association likewise 
and in fullest measure express thanks to Dr. Wil- 
fred Bloomberg, Chairman, and to his Committee 
on Public Education and Relations, and also to 
Mr. Robert Robinson of the Administrative Staff 
for their really outstanding work throughout the 
year and at this meeting. 

12. Your Committee again this year has observed 
with humility the activities of our energetic, but 
patient Budget Committee, and therefore recom- 
mends that: 

Be It Resolved: That once more the Association 
acknowledge with gratitude the untiring and suc- 
cessful labors of Dr. Robert Felix and all the 
members of the Budget Committee who have with 
wisdom and forbearance again achieved that mod- 
ern day miracle—a balanced budget. 

13. WHEREAS, We, the members of the Associa- 
tion have richly enjoyed both scientific and social 
functions during this 1rogth Annual Meeting, and 

WHEREAS, lasting benefits in no small measure 
have accrued to us throughout the meeting, 

Be It Resolved, That we return to our homes, 
and work to maintain and enhance the aims and 
goals of psychiatry with a renewed spirit and 
strength, looking forward to reconvening a year 
hence with our friends and hosts in St. Louis. 

This report of the Committee on Resolutions was 
duly approved. 

The Secretary, Dr. Gayle, reported important ac- 
tions of Council at its meeting on May 7, including 
proposed Regulations Governing District Branches 
and Affiliate Societies as amended by action of the 
Assembly of District Branches, and adcpted, as 
amended, by Cotncil. On motion, duly seconded, 
the report of tie Secretary was accepted. Dr. 
Winfred Overholser, member of the Budget Com- 
mittee, presented the budget for the coming :rear, 
which was duly adopted. Both these reports appear 
separately as a part of these Proceedings. 

Dr. Cameron, with appropriate words, presented 
the gavel of office to Dr. Kenneth E. Appel, who 
assumed the presidency of the Association. Dr. 
Appel made a few remarks with regard to areas 
in which he thinks special opportunities exist for 
growth and development of the Association. These 
are the area of personnel resources of the Associa- 
tion, the area of education, and the area of public 
relations. Dr. Appel asked Dr. Overholser to pin 
the Past President’s badge on Dr. Cameron, and 
this done, adjourned the business meeting of the 
109th annual meeting of The American Psychiatric 
Association. 
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LIST OF DECEASED MEMBERS AS READ AT THE 
1953 ANNUAL MEETING 


Ernest A. F. Hirrschoff, Glen Ridge, N. J..............0- Died Sept. 12, 1951 
Robert H. Rea, Fort Steilacoom, RR es Died Oct. 10, 1951 
Onnie Earle Stevenson, Parsons, Kans...............0++4. Died Nov. 13, 1951 
Willis E. Manney, Wadsworth, Kans..............eee00+ -Died Dec. 7, 1951 
John R. Ostfield, Fargo, N. Died Dec. 18, 1951 
Seth F. H. Howes, Franklin, Mass..............ccceeeeees Died Feb. 1, 1952 
Milburn W. Kemp, N. Madison, Serre Died Feb. 6, 1952 
Herbert G. Mc Mahan, Westville, Ind..................6-. Died Mar. 5, 1952 
Harrie M. Quackenbos, Lynchburg, Va.................-. Died Mar. 31, 1952 
Died April 2, 1952 
Alan D. Finlayson, Cleveland, Ohio.................e0000. Died April 23, 1952 
James Watson, Lakewood, Ohio.............ecceecccccees Died April 27, 1952 
Chester Lee Carlisle, Palo Alto, Calif.................0005 Died April 29, 1952 
Weldon Kenneth Ruth, Denver, Colo...............seee00. Died May 2, 1952 
Jacob Copel Kaplan, Cincinnati, Ohio... ......ccccccsccees Died May 12, 1952 
Samuel Richard Rosen, New York, N. Y...............06. Died May 24, 1952 
Died May 25, 1952 
Joseph L. Cummings, Poughkeepsie, N. Y................. Died May 28, 1952 
Asthor FP. Haskins, City, Ju... Died May 28, 1952 
Robert B. Lamb, Harmon on Hudson, N. Y.............. -Died June 1, 1952 
Alfred T. Gundry, Catonsville, Md..............0+e-eeeee -Died June 5, 1952 
George William Reeves, Farmington, Mo................. -Died June 21, 1952 
Edmund W. Miller, Died July 9, 1952 
Marcus Guensberg, Kaneohe, Oahu, T.H.................. Died July 11, 1952 
Charles Brent Sullivan, Boston, Mass.................20++ Died July 2% 1952 
Newdigate Moreland Owensby, Atlanta, Ga.............00- Died Aug. 10, 1952 
Clarence H. Bellinger, Brooklyn, N. Y...............0000% Died Aug. 12, 1952 
James Francis McDonald, New York, N. Y.............. -Died Aug. 13, 1952 


Manfred L. Gorten, Newark, N 


Died Sept. 


N. Lionel Blitzsten, Chicage, Ill............ Died Sept. 27, 1952 
Mary-Jean Murphy, St. Louis, Oct. 11, 1952 
John Herbert Hare, Evansville, Ind.........sccccccccccccs Died Oct. 31, 1952 
Lucia A. Wheeler, Uxbridge, Mass...............2eee000. Died Nov. 25, 1952 
Frederick H. C. Baugh, Guelph, ero -Died Jan. 6, 1953: 
Died Jan. 9, 1953 
Chester Earle Johnson, Jr., Meridian, Miss...............- Died Jan. 9, 1053 
Lillian Delger Powers, Kentfield, Res sasnesenenenenei Died Jan. 12, 1953 
Died Jan. 14, 1953 
Solomon Fuller, Framingham, Died Jan. 16, 1953 
Leslie E. Luehrs, New York, N Mideiosstedbueansdtwwile Died Jan. 26, 1953 
Herbert Schein, Staten Island, N. Y...............000000. Died Jan. 30, 1953 
E. Van Norman Emery, St. Louis, Mo..................6- Died Mar. 7, 1953 


Clarence A. Neymann, Chicago, Ill........ -Died Jan. 11, 1951 
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A Albert S. Palombo, Brooklyn, N. Y. io 7, 1952 
Herbert W. Stein, Washington, D. C 13, 1952 
3 Died Mar. 20, 1953 i 


This report is of necessity limited to a brief 
summary of the principal activities and important 
actions of the Executive Committee and the Coun- 
cil. No reference is made to the many routine 
matters that require attention at every meeting. 
Only actions of the Executive Committee that do 
not require the approval of Council are reported 
under Executive Committee meetings since matters 
that require approval are reported from Council. 

ExEcuTIVE COMMITTEE MEETING, JUNE 22, 1952: 
Established a routine procedure for the preparation 
and correction of all Minutes. Decided not to 
authorize special badges for Life Members at this 
time. Granted a request of the CIB that the APA 
approach Councils of State Governments regarding 
support for the CIB. Dr. Blain was asked to im- 
plement this action. Requested Committee on Con- 
stitution and Bylaws to formulate a constitutional 
amendment regarding the machinery for auditing 
the affairs of the Association. Adopted a resolution 
implementing actions of Council with regard to 
changes in the financial setup of the Association, 
namely, designating the Chase National Bank as 
custodian of the General Investmext Fund and 
Franklin B. Kirkbride as investment advisor; 
depositing U.S. and Canadian bonds, approximate 
value $18,057 in the General Investment Fund, 
transferring cash from the Capital Account, approx- 
imately $5,048, and cash from the Reserve Account, 
approximately $10,055, to the General Investment 
Fund; transferring from the Surplus Account 
approximately $2,000 to the General Investment 
Account, and authorizing the Treasurer to secure 
written advice from Franklin B. Kirkbride, Inc., on 
the investment of funds in the General Investment 
Account, and authorizing the Custodian, the Chase 
National Bank, to carry out such investments. 

Referred to the Committee on Preventive Psy- 
chiatry a request from the Round Table on Psy- 
chiatric Problems in Marriage and Parenthood for 
a standing committee in this field. Because of fi- 
nancial considerations declined to participate with 
the Association of American Medical Colleges in 
a project to review psychiatric films. 

EXECUTIVE COMMITTEE MEETING, SEPTEMBER 14, 
1952: Referred to the Membership Committee the 
question of the desirability of limiting Associate 
Membership to persons who have been in the prac- 
tice of psychiatry no more than 3 to 5 years. De- 
cided not to authorize a standing committee on 
College Mental Health as requested by the Round 
Table on College Mental Health but to assigr. this 
field to the Committee on Academic Education and 
to add a member to the Committee. Received the 
report of the CIB stating its needs for more money 
for operation to the end of the fiscal year. Dis- 
cussed possible sources of funds, and instructed the 
Budget Committee to review the budget of the CIB 
with its Chairman. Received report of the Nom- 
inating Committee of officers for 1953-54. Re- 


SUMMARY OF MEETINGS OF COUNCIL AND EXECUTIVE COMMITTEE 
MAY 1952 TO MAY 1953 


quested the Medical Director to explore further 
the matter of a request from the World Federation 
for Mental Health that the APA participate in the 
development of a section on mental health with this 
Federation. Decided to collect further data on the 
mental health and psychiatric situation in the Car- 
ibbean and Central America, but to defer an on-the- 
spot survey for further consideration. 

Councit MEETING, OcToBER 31 AND NOVEMBER I, 
1952: Received interim report of Long Term 
Planning Commission, discussing problems which 
should be taken up by this Commission, such as, 
financial setup and proper budgeting, functioning of 
committees, problems incident to growth in mem- 
bership, etc. Approved resignations and changes 
of status of certain members and determined pro- 
cedure for more expeditious handling of resigna- 
tions in the future. Discussed means of increasing 
the number of Corresponding Members and decided 
to continue policy of sending all APA publications 
to Corresponding Members free of charge. Voted 
approval of the following new District Branches: 
Nassau (N.Y.) District Branch; Bronx (N.Y.) 
District Branch; New York County (N.Y.) Dis- 
trict Branch; and South Central (La. and Miss.) 
District Branch. Endorsed policy of authorizing 
the Executive Committee to refer certain topics to 
the district branches for discussion and opinion. 
Received a report on the feasibility and desirability 
of organizing a Women’s Auxiliary to the APA, 
but decided to give this matter more consideration 
and take it up again at a later date. Approved the 
report of the Ethics Committee which was given at 
the May 1952 meeting with certain changes as 
made by the Executive Committee. Referred func- 
tions of the ad hoc Committee on Endowment 
Funds to the Committee on Public Education and 
Relations, and discharged this ad hoc Committee - 
with thanks. Approved the appointment of Dr. 
Henriette R. Klein to the Coinmittee on Membership 
to replace Dr. Douglas Orr. Approved the appoint- 
ment of an ad hoc Committee to Study Problems of 
Psychiatric Outpatient Clinics. 

At the request of this Committee, changed the 
name of the Committee on Psychiatric Social Work 
to the Committee on Social Work. Approved the 
request of the Committee on Psychiatric Nursing 
and the Committee on Hospital Standards and Poli- 
cies that a conference of psychiatric aides and other 
interested medical and nursing groups be held to dis- 
cuss the recognition and training of psychiatric aides 
and technicians. Approved a report of the Com- 
mittee on Clinical Psychology concerning the licen- 
sure of clinical psychologists, and voted that copies 
of this report be sent the district branches and sec- 
retaries of State Medical Societies. Appropriated an 
amount not to exceed $1,000 to the Committee on 
Clinical Psychology to meet with representatives of 
the American Psychological Association to attempt 
to reach an agreement to clarify the relation of 
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psychiatry to psychology. On the recommendation 
of the Committee on Academic Education, asked Dr. 
Blain, Dr. Stevenson, and Dr. Felix to study and 
make recommendation concerning a “clearing house” 
to coordinate mental health activities of the APA, 
NAMH and NIMH. Referred to the Committee on 
Membership a recommendation of the Committee on 
International Relations that the election of all Cor- 
responding Members be endorsed by this latter 
Committee. On the recommendation of the Com- 
mittee on Veterans Affairs, requested the Secretary 
to write a letter to the Medical Director of the VA 
protesting the recent reduction of Consultant and 
Attending Services in the VA budget. On the sug- 
gestion of the Committee on Public Education and 
Relations, decided to put in the Newsletter a mem- 
orandum to the effect that it would be helpful if 
members writing for national lay magazines would 
inform the Medical Director of the topic, time of 
publication, etc., so that other writers may know that 
the subject is being covered. Determined that all 
publicity with regard to the Endowment Fund of the 
Association should be handled by the Committee on 
Public Education and Relations, and approved a 
plan of this Committee for publicity. Adopted a 
plan suggested by the Committee on Public Edu- 
cation and Relations by Dr. Stevenson whereby 
any matter, such as material in the lay press, legisla- 
tion, etc., which demands an immediate comment by 
the APA, may be handled by the President, Presi- 
dent-elect and the Chairman of the Committee on 
Public Education and Relations or the Medical Di- 
rector, or by any of these, subject to the approval of 
2 others of those named. Approved a suggestion of 
the Committee on Public Education and Relations 
that the Newsletter and Mail Pouch be sent to a 
number of leading journalists as a means of keeping 
them informed of developments in the field of psy- 
chiatry. 

Approved a conference between the CIB and 
NCMH to explore their joint problems. Received 
with thanks the report of the Medical Director and 
Executive Assistant concerning the activities of their 
respective offices. Voted to hold the Annual Meeting 
in Atlantic City in 1955, in Chicago in 1956 and in 
New York in 1957. Received the report of the CIB, 
adopting a resolution recommended by it that the 
Committee on Psychiatric Hospital Standards and 
Policies be requested to study and clarify the defini- 
tion of licensing, inspecting and reporting of private 
psychiatric hospitals ; and stating its approval of the 
idea of formal reports of the CIB being open to the 
public after 3 months, provided the state authorities 
agree. Thanked Dr. Davidson for codifying the 
actions of the Executive Committee and Council over 
a period of 5 years, and requested that this codifica- 
tion be continued. Endorsed the recommendation of 
the Committee on Research that a section of the 
JourNAL be established for the publication of such 
special reports as the Regional Research Conference 
reports as the Editorial Board sees fit to publish. 
Voted, subject to the approval of the JournAt Edito- 
rial Board, that the JourNAL rates be raised to $12.00 
per annum as of July 1, 1953. Approved the request of 
the Committee on Medical Rehabilitation for per- 
mission to gather data on rehabilitation programs in 


the U.S. and approved liaison between this Commit- 
tee and the Congress on Physical Medicine and Re- 
habilitation to study the establishment of sheltered 
workshops in the rehabilitation of the physically 
handicapped. At the request of the Committee on 
Medical Education, voted that the APA will be 
officially represented at the meeting of the World 
Medical Association in London in the summer of 
1953; and also voted that the Medical Director, in 
collaboration with this Committee, be requested to 
prepare a brochure briefly describing all recognized 
psychiatric training programs. Granted to certain 
committees additional appropriations which were 
requested and found necessary. Received the report 
of the Budget Committee and approved the general 
principle outlined by this Committee of attempting 
to outline the general program and emphasis in ad- 
vance for the guidance of the Budget Committee. 
Approved recommendations of the Committee on 
Constitution and Bylaws for amendments to the 
section concerning auditors. Received and approved 
with thanks the interim report of the Committee on 
Program. Requested the Committee on Constitution 
and Bylaws to draft an amendment to Article VII 
of the Bylaws providing that a section may be dis- 
solved by action of Council and approval of the 
Membership, or by vote of its own membership. On 
the recommendation of the Program Committee, 
established a Section on Psychotherapy. Passed a 
resolution expressing appreciation to Dr. John 
Whitehorn and Dr. John McK. Mitchell, of the 
Association of American Medical Colleges, for their 
services in connection with the Conferences on 
Psychiatric Education. At the request of the Board 
of Tellers, voted that it be the sense of Council that 
the Board of Tellers should serve as a body regulat- 
ing the election in the Association, and in accordance 
with the Constitution and Bylaws, that it supervise, 
coordinate, and assist in the preparation of ballots 
and the tallying of ballots. Received the report of 
the ad hoc Committee on Qualifications and Train- 
ing for Mental Hospital Administrators, and em- 
powered this Committee to find ways and means for 
the establishment of minimal and optimal qualifica- 
tions in the field of hospital administration for chief 
executive officers of mental hospitals; the establish- 
ment of criteria for training programs in this field ; 
and the establishment of an agency to certify the 
competency of mental hospital administrators who 
are psychiatrists. Received the report of the ad hoc 
Committee on Affiliate Societies and District 
Branches with regard to 3 questions submitted to 
these societies and branches. The question of having 
a Council representative designated to care for the 
needs of each area seemed to be answered in the 
negative. On the question of certification or licen- 
sure of psychologists, the replies were almost unan- 
imous in favor of certification and opposed to licens- 
ing. The replies were in favor of a question-and- 
answer column in the Newsletter. 

ExecuTivE CoMMITTEE MEETING, DECEMBER II, 
1952: Discussed the Assembly of District Branches 
and decided that publicity should be given the func- 
tions of the Assembly, indicating the anticipated 
value of the Assembly as a means of communica- 
tions; transmitted to the District Branches for an 
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expression of opinion 3 topics, (1) inspection and 
rating service, (2) single versus multiple nomina- 
tions, and (3) desirability of a women’s auxiliary. 
Because of reported restrictions and concellations 
of malpractice insurance particularly with regard to 
electric shock therapy, authorized the executive 
assistant to continue exploration into this matter. 
Received a progress report from the ad hoc Com- 
mittee on APA Services to Mental Hospitals. 
Authorized the Treasurer to make application to the 
Treasury Department for a certification to enable the 
APA to receive Endowment Fund gifts on a tax- 
free basis. Considered an article on antabuse in the 
Reader’s Digest which Dr. Bloomberg considered 
contrary to the best interest of psychiatry, and re- 
affirmed the stand of Council with respect to the 
desirability of the Committee on Public Education 
and Relations taking whatever action seems desir- 
able in such instances. Dr. Blain reported on his 
trip to Geneva to participate in the Expert Com- 
mission meeting of the World Health Organiz- 
ation. Received Dr. Blain’s report that a grant of 
$12,000 has been secured from the U.S. Public 
Health Service for a Conference on the Evaluation 
of Therapies. Received Dr. Blain’s report that the 
Guide to Approved Training Centers and the 
Guide to Planning for Training Schools are being 
accomplished in his office. Directed the Medical 
Director to write a letter expressing regret at the 
conflict in dates of the APA Annual Meeting and 
the N.Y. State Medical Society meeting. Asked 
the Committee on Research to consider the problem 
of communications at the Annual Meeting, and if 
they approve, to approach the appropriate depart- 
ment of a university to undertake a study of this 
problem. Decided to send an annual letter over 
the signature of the President to all Corresponding 
Members. Agreed that surpluses from Regional 
Research Conferences should remain with the 
university wherever that university has assumed the 
financial responsibility for the conference. 
Executive CoMMITTEE MEETING oF Fesruary 8, 
1953: Referred to the Executive Assistant the 
matter of having an insurance company draw up an 
Accident and Health Insurance Plan for the APA 
similar to one now being developed by the American 
College of Physicians. Referred to the Committee 
on Therapy the problem of drawing up standard 
procedures to be followed in the administration of 
electric shock to be used in assisting our negotia- 
tions with insurance companies for malpractice in- 
surance. Directed that a notice concerning the 1954 
conference of the World Federation for Mental 
Health be inserted in the Newsletter. Asked the 
Committee on Public Health to explore the possibil- 
ity of establishing a closer working relation with 
the American Public Health Association. Granted 
a request from the NAMH that a letter be sent 
APA members asking their support in its forthcom- 
ing campaign, that an editorial be written for the 
JouRNAL supporting the campaign and also a series 
of releases in the Newsletter. Requested the Com- 
mittee on Research to be responsible for the de- 
velopment of the psychiatric program at meetings 
of the American Association for the Advancement 
of Science. Recommended to the Committee on 


Membership the name of Dr. Robert Gaupp for 
Honorary Membership. Received a progress report 
from Dr. Blain on his studies of orgone therapy. 
Voted that a letter be sent out to members of APA 
who practice this procedure asking as to the method 
and practice of this treatment and the location of 
other members practicing this therapy. Approved 
in principle the recommendations of UNESCO 
relative to the preparation and publication of 
Synopses. Sent a letter to UNESCO respectfully 
recommending that matters pertaining to mental 
health be considered by them in their program. 
Decided to explore the possibility of a conference 
of representatives of major psychiatric and mental 
health associations in the U.S. and Canada. Dis- 
cussed reports published by a special committee of 
the California Medical Association concerning the 
Stockton Pilot Study, carried on under the direc- 
tion of the California Department of Mental Hy- 
giene. Action had been requested by certain APA 
members on the ground that the report is not 
justified. Determined to refer the matter to the 
Committee on Research. 

Executive CoMMITTEE MEETING oF MARCH I5, 
1953: Discussed the means by which a closer 
working relationship between the standing com- 
mittees of the APA and the committee structure of 
the district branches and affiliate societies might be 
achieved. With regard to attempts of organized 
groups of clinical psychologists to obtain recogni- 
tion of the right to practice psychotherapy, dis- 
cussed various means of combating this movement 
which will go to Council for approval; asked the 
Medical Director to communicate with the Sec- 
retary of the N.Y. Medical Society and Senator 
Milmo indicating APA support of a bill changing 
the N.Y. Medical Practice Act. Received a report 
from Dr. Leo H. Bartemeier concerning his meet- 
ing with representatives of psychiatric technicians 
and various nursing groups in Chicago in Feb- 
ruary. After discussion, denied a request from the 
Committee on Ethics for additional funds to hold a 
meeting prior to the Annual Meeting. Requested 
the Medical Director to explore the possibility of 
a closer relationship with the National Mental 
Health Committee, and asked him to seek the assist- 
ance of the Committee on Public Education and 
Relations in his approach to this organization. 
Discussed the fact that, if the new applications for 
district branch status are approved by the member- 
ship, the Assembly of District Branches would 
be established automatically, and directed the Sec- 
retary to announce this fact to the membership 
with a statement as to the time and place of the 
first meeting. Determined that the work of chap- 
lains in psychiatric institutions should be included 
within the terms of reference of the Committee on 
Medical Rehabilitation. Referred to the Committee 
on Hospital Standards for review a document, pre- 
pared by the Group for the Advancement of Psy- 
chiatry entitled, Outline to be Used as a Guide to 
the Evaluation of Treatment in a Public Psychi- 
atric Hospital. 

Councit MEETINGS oF May 2 AND 3, 1953: 
Voted to approve and present to the membership 
the following district branch applications: Central 
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California, Southern California, Colorado, Quebec, 
North Pacific (Ore., Wash., British Columbia), 
and Virginia. Voted to refer to the Executive 
Committee for further consideration the application 
for district branch status of a group in Kansas 
who wish to pull out of the Mid-Continent District 
Branch and become a separate Branch. Approved 
for presentation to the membership the application 
of the Finger Lakes Neuropsychiatric Society to 
become an Affiliate Society. Authorized as current 
operating policy a provision that each and any 
APA member having proper geographical qual- 
ifications, should, on his application, be accepted as 
a member of the district branch in his area; or, if, 
in the opinion of the district branch, he is not ac- 
ceptable, such information as is pertinent to his 
status be referred to Council for appropriate ac- 
tion; no APA Member should be compelled to 
become a member of a district branch. Approved 
the appointment of Dr. D. Ewen Cameron as APA 
delegate to the World Medical Association Con- 
ference on Undergraduate Education to be held in 
London in August 1953. Received and approved, 
with certain amendments, Report of the ad hoc 
Committee on APA Services to Mental Hospitals, 
and discharged this Committee with thanks. Ap- 
proved the addition of 1 new member to the 
Committee on Nomenclature and Statistics. Asked 
the Budget Committee to amend the budget to 
show that $12,000 has been given the Association 
by the U.S. Public Health Service for a Conference 
on the Evaluation of Therapy. Approved action of 
the Executive Committee in having set up an ad 
hoc Committee to consider policies required to 
control the arrangements for the membership list. 
Voted to recommend to the membership ammend- 
ments to the Constitution changing the terms “Cor- 
responding Members” and “Honorary Members” to 
“Corresponding Fellows” and “Honorary Fellows.” 
Considered a proposed Constitutional amendment 
concerning the dissolution of a section, but referred 
it back to the Committee on Constitution and By- 
laws for further study. Determined that the APA 
offices in N.Y. should remain at the present location 
for another year and renewed the lease on the 
Washington offices for 2 years. Approved in 
principle the installation of an Office of Information 
in the Medical Director’s office. Approved the 
following actions of the Executive Committee 
with regard to attempts by clinical psychologists 
to obtain recognition of the right to practice 
psychotherapy: took steps to set up a model 
certification bill for clinical psychologists for rec- 
ommendation to the states and also steps to bring 
about desirable changes in the Medical Practice 
Acts of the states ; authorized statements for release 
to the states concerning the need for careful pro- 
fessional preparation and for the protection of the 
public against the practice of medicine by un- 
qualified persons; took steps to bring this matter 
to the attention of the AMA and the NAMH; 
asked Dr. Blain to communicate the situation to 
the District Branches and Affiliate Societies and 
ask that they work with their local state medical 
societies, press, and radio, etc., in combating the 
situation. Approved appointment of Dr. Jacques 


Gottlieb as APA representative on the National 
Research Council. Approved, with some changes, 
the recommendations of the ad hoc Committee on 
Qualification and Training of Mental Hospital Ad- 
ministrators that the APA establish a standing 
committee for the certification of mental hospital 
administrators, that this Committee set up stand- 
ards for such certification, to administer examina- 
tions to some classes of candidates and to certify 
qualified applicants. Approved the setting-up of 
an ad hoc Committee on Aging. Approved the 
action of the Committee on Membership with re- 
spect to a roster of names for membership and 
change of status. Adopted recommendations of the 
Committee on Membership, as follows: that the 
dues of an Associate Member be the same as for a 
full Member after 5 years; that Members or 
Fellows will not be permitted to revert to Asso- 
ciate Membership; that an original applicant for 
membership will not be considered for Associate 
Member if he is eligible for full Membership; that 
certain principles, as outlined, be followed in ad- 
vancing a Member to Fellow; and that all applica- 
tions for Corresponding Fellow be referred where 
possible to the Committee on International Re- 
lations and that all Corresponding Fellows be 
sponsored by at least 2 Fellows of the Association. 
Received with thanks the report of the Medical 
Director, the Editor of the Journat, the Nursing 
Consultant, and the Executive Assistant. Voted 
that the APA publish the annual List of Members 
as soon after this meeting as possible. Elected Dr. 
Karl Bowman and Dr. Jerome Frank as members 
of the Hofheimer Prize Board. Received the Re- 
port of the American Board of Psychiatry and 
Neurology, and elected Dr. Henry Brosin a mem- 
ber of this board. Authorized the use of a fund of 
$5,000 for the publication of the Proceedings of the 
Second Conference on Psychiatric Education which 
would be refunded from sale of these Proceedings. 
Appointed The Honorable Warren MaGee as 
attorney for the APA. . Voted to hold the 1954 
Annual Meeting in St. Louis, May 3-7. Endorsed 
a strong liaison between the APA and the Academy 
of General Practice. Approved for presentation to 
the Membership the acceptance of the Los Angeles 
Society of Neurology and Psychiatry as an Affiliate 
Society. Referred to the Executive Committee a 
proposed Health and Accident Insurance Plan with 
power to start negotiations if they approve. 
Approved the formation of a “Federation of Na- 
tional Psychiatric Societies.” Voted to empower the 
Committee on a Permanent Home for the APA to 
bring in a plan to raise money to buy a permanent 
home and to ask this Committee to select a site as 
early as possible. Authorized the President to 
appoint an ad hoc Committee on the Economic 
Aspects of Psychiatric Practice. Approved the 
Report of the Committee on Divisional Meetings of 
the APA that a divisional meeting be held on the 
West Coast at the time of the Annual Meeting in 
Atlantic City in 1955. Authorized the release of a 
statement that the APA recognizes Mental Health 
Week and wishes to support the NAMH and com- 
mend Dr. Davidson. Accepted the recommenda- 
tions as negotiated with the Joint Commission on 
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Accreditation of Hospitals, as follows: that the 
APA continue to survey and rate psychiatric hos- 
pitals in the U.S. and Canada; that the Joint 
Commission accept the ratings of the APA and 
publish them in their annual list of accredited hos- 
pitals; that the Joint Commission issue certificates 
to fully accredited psychiatric hospitals; that the 
APA accept the standards of the Joint Commission 
in rating other than psychiatric departments in 
psychiatric hospitals, and the Joint Commission 
accept APA standards in rating psychiatric depart- 
ments in general hospitals. Determined that the 
Chairmen of the Coordinating Committees should 
meet with the Executive Committee in order to 
have closer committee contact with that body. 
Approved a proposal of the Committee on Public 
Education and Relations that this Committee pre- 
pare and release to newspapers, law journals, etc., 
a statement concerning the APA Endowment Fund 
and the fact that gifts to it are tax free. Authorized 
the Committee on Public Education, with the 
Medical Director’s office, to take action to apprise 
legislators of the APA’s support or rejection of 
legislation or appropriations affecting mental health. 
Voted to change the name of the Committee on 
Public Education and Relations to the Committee 
on Public Information. Authorized the Medical 
Director, with the advice of Council, to bring to the 
governor of a state the standards and policies of 
the APA, and give publicity to the fact, when a 
mental hospital administrator is undcr pressure or 
being manipulated politically. Discussed APA re- 
lations with the AMA Committee on Mental 
Health, and set up 2 Committees, one to plan a 
joint conference for the exchange of ideas, the 
other, an ad hoc Committee to study our relations 
with all sections of the AMA concerned with men- 
tal health. 

Counctt MEETING oF May 7, 1953: Received 
Dr. Appel’s announcement of the following appoint- 
ments to the Nominating Committee: Dr. Henry 
Brosin, Chairman, Drs. Walter Rapaport, James 
Wall, Leo Bartemeier, and Frank Luton. Approved 
the following appointments to the Committee on 
Membership: Dr. Herbert S. Gaskill, Chairman, 
Drs. John D. Griffin, Henriette R. Klein, Alex- 
ander Simon, Joseph Barrett, and Wilbur Miller. 
Approved the continuance of the following ad hoc 
Committees: Civilian Defense, Permanent Home 
for APA, Old Age, and Relations between APA 
and AMA. Elected Dr. Francis J. Gerty and Dr. 
Walter Barton to the Executive Committee. Re- 
ceived the report of the ad hoc Committee on 
Personnel Practices, and continued the Committee 
to work out a personnel policy that the APA 
may adopt. Received the report of the ad hoc 
Committee on Outpatient Clinics which listed a 
number of problems that will take several years 
to cover, and voted to continue this ad hoc commit- 
tee for another year to study certain problems and 
to coordinate its task with that of the standing 
Committees in the Professional Standards group. 
Received the Report of the first meeting of the 
Assembly of District Branches and its recommen- 
dations, as follows: that the Nominating Commit- 


tee present multiple nominations; that the Assem- 
bly approves of statements already made by Council 
concerning the value of clinical psychologists, and 
the necessity that clinical psychologists be under 
the responsible direction of a physician when per- 
forming diagnostic or therapeutic functions; that 
the district branches can effectively cooperate with 
local and state organizations to guard the health 
and welfare of the public through legislation, edu- 
cation, etc., if they are given information from the 
Medical Director’s office; that local steps can be 
taken to solve the problems of the rating and 
inspection of mental hospitals if a copy of the CIB 
report is sent to an authorized officer of the Dis- 
trict Branch as confidential information at the same 
time it is sent to the Commissioner of Hospitals in 
the district involved, that the period before the 
report is made public be shortened to 30 days, and 
that the district branch be permitted, after consul- 
tation with the CIB, to make use of the material in 
the report if they see fit. The Assembly recom- 
mended changes and deletions in the Reguiations 
Governing District Branches and Affiliate Societies 
for Council’s consideration. Council went on record 
as welcoming the establishment of the Assembly, 
thanking them for their first report, and recording 
themselves as looking forward to receiving the 
thinking and advice of the Assembly on matters of 
concern to the Association which Council expects, 
from time to time, to refer to the Assembly. Re- 
ceived the report of the Committee on Psychiatric 
Nursing that it had accepted the recommendations 
of the ad hoc Committee on Mental Hospital Serv- 
ices and would proceed to implement parts appli- 
cable to it. Referred to the Committee on Hospital 
Standards and Policies a change in the Revised 
Standards for Mental Hospitals, suggested by the 
Committee on Psychiatric Nursing, which would 
delete the paragraph referring to basic schools 
of nursing in mental hospitals and add a statement 
indicating approval of basic schools of nursing in 
psychiatric institutions which meet approved edu- 
cational standards. Approved recommendations of 
the Committee on Clinical Psychology with respect 
to ways and means of making a more determined 
effort to create a joint solution with the American 
Psychological Association of problems involved in 
the relation of psychology and psychiatry; decided 
to continue the Committee on Clinical Psychology, 
with a high continuity of personnel and possibly 
additional members, to work, with a similar Com- 
mittee from the American Psychological Associa- 
tion on these problems; to authorize this Commit- 
tee to have a budget of $3,000 and to authorize it 
to receive funds from outside the Association for 
its work. Changed the name of the Committee on 
Leisure Time Activity to The Committee for Co- 
operation with Leisure Time Agencies, at its re- 
quest. Adopted a resolution proposed by the Com- 
mittee on Veterans that Council condemn a bill 
extending again the liability for multiple sclerosis 
as unscientific and without basis in psychiatric fact 
to be forwarded to the House of Representatives 
Committee on Veterans Affairs. Received a report 
that the Committee on Public Information, had 
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prepared a telegram regarding budget cuts as they 
affect the NAMH: Discussed the question of what 
to do about committee members who are inactive, 
and referred the question to the Executive Commit- 
tee for study and a suggested plan. Endorsed a 
resolution protesting an Executive Order which 
states that there is a security risk where an em- 
ployee has had an adjudication of insanity, or treat- 
ment for a serious mental or neurological disorder 
without satisfactory evidence of cure. Approved a 
statement of standards for electroshock treatment 
as presented by the Committee on Therapy, and 
authorized its circulation through the Mail Pouch. 
Received the report of the Committee on Ethics 
relative to psychiatrists charging fees to physicians 
and their dependents, and voted that it be the sense 
of Council that it be ethical for a physician to levy 
fees, negotiated before treatment, against a physi- 


cian-patient or his dependents if the services in- 


volved are likely to be prolonged. Requested the 
Secretary to write Mrs. Hobby, Secretary of the 
Department of Health, Education and Welfare, and 
express the gratification of this Association at the 
establishment of the new Department and pleasure 
at her appointment, and invite her to speak at the 
1954 Annual Meeting. Voted to recommend to the 
membership the inclusion of the Territory of Alaska 
in the area of the North Pacific District Branch. 
Received the Report of the Budget Committee and 
approved it with the addition of an appropriation 
of $5,000 from the reserves to be used for further- 
ing the work of the Committees. Discussed the 
financial situation of the Association, and requested 
the Executive Committee to study a way in which 
this problem of financing the Association can be 
accomplished. 


I. Income (Excluding restricted funds) 


Source 
JourNaL—subscrip. and advert ............. 
Mental hospital service and inst............. 
Membership directory 
Rent and services recapture................ 


For 
Council and 


Newsletter and mail 
Mental hospital 
Membership directory 


III. Assets (Excluding restricted funds) 


REPORT OF TREASURER FOR YEAR ENDING MARCH 31, 1953 


Il. Expenditures (Excluding restricted funds) 


May 2, 1953 


This year Last year Difference 
$137,170 $124,025 +$13,145 
7.120 4,760 + 2,360 
41,510 36,250 + 5,260 
3; 2,560 + 500 
42,580 (restricted funds) 
2,125 (not segregated) 
2,955 none + 2,055 
2,170 855 + 1,315 
500 (not segregated) 
23,285 18,155 + 5,130 
1,285 945 + 340 


1,435 — 1,390 


This year Last year Difference 
$ 20,175 $24,790 +$ 4,385 
51,360 38,835 + 12,525 
33,000 29,765 + 3,235 
52,675 + 8,410 


45 45 
7,530 6,060 + 1,470 
43,705 (not segregated) 
9,270 none + 9,270 
18,600 + 3,645 


$257,370 (represent exclusion of $7,120 
charged in last year) 


Excess of receipts over expenditures during 6,635 
Transfer of accumulated funds previously carried under Commonwealth Grant for 


Mental Hospital Institutes and Services in 


* $7,120 of this charged to last year’s account. 


to APA Treasury, March 31, 1953 15,055 


Assets (Excluding restricted funds) 


$264,005 

| 
6 1,06 5 ) 

| 

| $00,705 
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IV. Special Purpose Funds 


These are funds of the Association included in its assets (Section III) earmarked by 
Council through budget approval for specific operations carried out by the Association. 


A. AMERICAN JOURNAL OF PSYCHIATRY 


Balance, April 1, 1952 

Receipts from subscriptions during year 
Receipts from advertisements 

Transfer from APA Treasury 
Miscellaneous receipts 


TotaL REcEIPTS 
Printing and distribution (14 issues) 
Rent and communications 
Personal service 
Advertising commission 
Editorial expenses 
Other expenses incl. office supplies 


ToraL EXPENDITURES 


Bacance, Mar. 31, 1953 


* $7,120 of this charged in last year’s accounts but paid this year. 


B. Mental Hospital Service and Institutes 


Balance April 1, 1952 
Institute enrollments 

Service subscriptions 

Sale of nomenclature manual 
Sale of other publications 
Advertisements 


Personal service 

Printing 

Information and films 

Travel 

Office supplies 

Rent and communications 

Other expeises 


ToTraL EXPENDITURES $43,700 


$15,055 


C. Biographical Directory 
Balance April 1, 1952 
Sales of directory 
Expenditures 


D. Membership Directory or List 


Balance April 1, 1952 
Sales of directory 


$ 2,955 
Personal service 
Printing and 
ToraL EXPENDITURES 


BALANCE, MARCH 31, 
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680 
2,060 
3 4 
234 
—$10,620 
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E. Newsletter and Mail Pouch 


Newsletter subscriptions 220 
280 


F. Annual Meeting Account (Atlantic City, May 12-16, 1952) 


3,210 
4,595 


V. Restricted Specific Purpose Funds 

These are funds granted or given to the Association for specific projects; none may be 
used for the support of the operation of the APA. In most instances, the Treasurer is 
required to submit an audited account of these funds to respective grantors or donors. 


Balance 
Fund March 31, 1953 
A. Conference on Mental Hospital Architecture, 
Construction and Equipment..................-6- $ 9.26 
B. Commonwealth Fund Committee Project............ 1,264.46 
C. USPHS Teaching Conference II................4.. 6,307.62 
D. USPHS Therapy Evaluation Conference............ 7,204.54 
F. Hofheimer Price Award Fund...............eeee00. 21,600.05 
G. Inspection and Rating Service Fund 


Rent and commumications. 1,085 


| 
| 
Printing 30 
Postage 70 
$410 
Recer 
380 
| 
36,085 


PROCEEDINGS OF THE AMERICAN PSYCHIATRIC ASSOCIATION 


VI. Investment Fund 


On May 10, 1952 Council authorized the Treasurer to set up an Investment Account 
with the Chase National Bank in New York City as Custodian and approved Franklin B. 
Kirkbride, Inc., as the Association’s Investment Advisor. In August 1952 and thereafter, 
on the advice of Mr. Kirkbride, the Treasurer authorized the purchase of stocks and bonds 
in the amount of $45,000. As of March 31, 1953 the collective market value of the Associa- 
tion’s holdings had increased some $3,000 over the cost and the current yield averages 
about 4.3 percent on the market value of the account, or $2,080 per year. 


REPORT OF THE BUDGET COMMITTEE 


To the President and Members of Council: 


Your Committee on Budget submits herewith the 
Budget estimates for The American Psychiatric 
Association for the year July 1, 1953 through June 
30, 1954. 

Attention is invited to the fact that the expected 
income to the Association from all sources is $402,- 
095 and that expected expenditures under this 
Budget are $401,730, leaving an excess of income 
over expenditures of $365. 

The estimates made at Atlantic City for the cur- 
rent year were: 

Expected Income—$359,230, Expected Expendi- 
tures—$359,167. 

The actual income and expenditures cannot be 
stated at this time because the Budget year does not 
expire until June 30, 1953, and additional expend- 
itures were authorized by Council during the year 
amounting to in excess of $4,000. 

Again this year the increase in expenditures 
keeps pace with the increase in income so that it 
has not only been impossible to increase the Budget 
for Committees, but it has been necessary to reduce 
this item by approximately $6,000. It has been neces- 
sary to practice other economies in order to bring 
the Budget into balance. 

It is quite true that there are resources available 
to cover a budgetary deficiency for the coming 
year, or for more than 1 year, but Council is in- 
formed of the fact that the requested expenditures 
for the past 5 or more years have been in excess of 


expected income, and any use of savings or other 
resources would appear not to be remedial in this 
situation, but only palliative. 

The growth of recurring and “fixed” expenses in 
the Budget can be illustrated by calling attention to 
the cost of the central offices exclusive of the 
JourNAL and the Central Inspection Board and the 
Annual Meeting. Since Committees are member- 
ship work, they are not included. The Budget cost 
of the Washington and New York offices, exclusive 
of these items was $170,190 for the Budget Year 
1952-53, and is estimated at $197,655 for the year 
1953-54. If there is deducted from this $8,500 re- 
maining in grants and $5,000 appropriated for pub- 
lications, which is expected to serve as a revolving 
fund, central office expenses have increased by 
nearly $14,000. This is not to intimate that the work 
of the central offices is not extremely important— 
your committee has had ample evidence to the con- 
trary—but rather to point out that we are in a 
period in our history when our metabolism is so 
great that, if not carefully kept within bounds, it 
may require more than can be supplied, with the 
inevitable result that paradoxically we starve! 

Respectfully submitted, 
CuHar.es G. STODGILL 
Jack R. Ewart 
Lawson G. Lowrey 
FrepericK W. Parsons 
WINFRED OVERHOLSER 
Howarp W. Porter (ex-officio) 
Rosert H. Fexrx, Chairman. 


ESTIMATE OF INCOME AND EXPENDITURES 
INCOME 


I. GENERAL ACCOUNT 
ANNUAL MEETING 
GRANTS 
III. Am. JourNAL or PsycHIATRY 
IV. Orrice oF MEDICAL DIRECTOR 
V. Pusric RELations OFFICE 
VI. INFoRMATION SERVICE 
VII. PuBLicaTIONS .. 
VIII. MentTAL Hospitat SERVICES AND INSTITUTES 
IX. Centrat Inspection Boarp 


II. 


$402,095.00 


1953] 221 
$164,375.00 
860080 
5,000.00 (Tchnq. Conf. #2) 
| 
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EXPENDITURES 
I. OrFicE oF THE MeEp. Dir. 
$48,060.00 j 
II. Pusrtic INFORMATION OFFICE 4 
19,700.00 
Ill. INFORMATION SERVICE 
16,450.00 
VI. Nursinc ConsuLTAnt’s OFFICE 
10,085.00 
VII. Centrat INspection Boarp 
—— 87,045.00 
VIII. Mentat Hosp. Serv. AND INsT. 
6655088 
IX. Executive AssIstANT’s OFFICE 
45,360.00 
X. Am. JouRNAL oF PsyCHIATRY 
A. Printing and Distributing......................... $54,000.00 
E. Advertising and Circulation...............eceeee0 300.00 
———-__ 70,0;40.00 
XI. Councit aND COMMITTEES \ 
Annual and Standing Comm. 
Coordinating Comm. 
2,050.00 
2,650.00 
1,950.00 
24,150.00 
XIII. Donations 
XIV. MHS-Conr. on Psy. Eb. 
$401,730.00 


if 
i} 
} 
; 
a 
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EXPECTED INCOME 


I. General Account 
Membership Dues 
Sale of Membership and Fellowship Cert. 
Sale of Membership Lists 
Sale of Biographical Directory 
Rental Space—N. Y. Office JourNAL 
Interest on Bonds and Savings 
Dividends 


Annual Meeting Account 


II. Grants 
NAMH 
Commonwealth—MHS 
Commonwealth—Committee Project 
USPHS No. 1 
USPHS No. 2—Conf. on Psy. Educ 
(No. 2 Psy. Conf.) expires 10/31/53; 
carry-over from previous year 
Conference on Therapy Evaluation— 
USPHS 
Special Grant—expires 5/31/53. (Altho 
this grant expires, request may be made 
for extension of grant pending comple- 
tion of final report and possible follow- 


III. AMERICAN JOURNAL OF PsYCHIATRY 
Subscriptions 
Advertising 
Sale of Back Numbers 


2 Includes non add transfers— MHS-CIB-NC. 


IV. Office of the Medical Director 
Sale of Committee Reports 
Mail Pouch and Newsletter 


Conference and ‘Seminars 
Transfer from Conf. Account—Salary Item. 
Transfer from MHS Account—Salary Item. 


Reimbursement—Telephone Service 
Mental Hospital Service......... 
Central Inspection Board 
Nursing Consultant Service 

Reimbursement for Rent 
Mental Hospital Service 
Central Inspection Board 
Nursing Consultant Service 


Estimated Actual Estimated Estimated 
7/1/51- 7/1/51- 7/1/53- 
6/30/52 6/30/52 6/30/53 6/30/54 


$120,000.00 $118,390.00 $140,000.00 $153,000.00 
1,600.00 991.00 900.00 1,500.00 
150.00 96.00 300.00 3,000.00 
4,500.00 2,119.36 1,500.00 2,500.00 


$149,850.00 $146,035.86 $143,900.00 $164,375.00 
22,500.00 23,284.03 18,000.00 22,850.00 


42,633.00 31,291.66 


62,636.00 62,636.00 $19,800.00 


$146,856.00 $128,622.77 $19,800.00 


$19,000.00 $17,692.97 $21,000.00 $23,000.00 
16,000.00 16,625.44 18,000.00 25,000.00 
500.00 500.00 
50.00 50.00 


18,900.007 20,770.007 22,000.00? 


$35,700.00 $34,909.29 $39,550.00 $48,550.00 


$3,000.00 
(See Informa- 
tion Service) 


4,000.00 
1,000.00 (See Pub. Re- 
lations Office) 


500.00 
200.00 
100.00 


550.00 
200.00 
100.00 


1,200.00 


1,140.00 
540.00 


$5,876.99 $17,180.00 


1,500.00 


1,500.00 
540.00 


$7,390.00 


200.00 300.00 300.00 500.00 i 
900.00 855.47 900.00 625.00 as 
Fee for Certification as Hosp. Adm....... 1,000.00 
10,287.00 10,000.00 3 
\ Transfer from Membership Account....... . 18,900.00° 
\ 
> 
$700.00 
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Estimated Actual 


V. Public Information Office /30/52 6/30/52 


Transfer from MHS Account—Salary Item. 


VI. Information Service (Newsletter and Mail 

Pouch) 

Advertising 

Mail Pouch (listed above for previous 
years, under Off. Med. Dir.) 

Classified Notices | (Items V, VI, & VII in earlier 

Newsletter—Subscriptions years listed under Office of Med- 

Sale of Publications ical Director) 

Reimbursement for printing, official notices, 
program announcements, reports, etc. 


VII. Publications 
Sales of books, pamphlets (such as Conf. on 
Psy. Ed., desk calendar appt. book, etc.) 


VIII. Menta! Hospital Service and Institutes 

Mental Hospital Subscriptions (@ $50.00 

ea.) $13,205.00 $25,000.00 
Sale of Other Publications ’ O13. 10,000.00 
Advertising in Mental Hospitals 2,800.00 
Mental Hosp. Institute—(Enrollment and 

Sale of Proceedings) i 10,205.11 15,500.00 
Carry-over from Preceding Year . 3,925.83 5,000.00 


$30,239.63 $58,300.00 
IX. Central Inspection Board 
Contributions and Receipts from States and 
$36,000.00 
Accounts Collectible from States ‘ 6,500.00 
Anticipated Receipts from States 20,000.00 


$62,500.00 


$359,230.00 


APPROPRIATION FOR EXPENDITURES 


Estimated Actual = Estimated 
I. Orrice or THE MEDICAL 9/2/91 9/3/63 


A. Salaries: 6/30/52 8/30/52 53 6/30/54 
Medical Director $15,000.00 $15,000.00 $17,000.00 $17,000.00 
Asst. to Med. Dir. in Pub. 

Ed. and Relations 8,000.06 7,099.92 10,000.00! (See new bud- 
get Pub. Rel.) 
Office Manager . . 4,500.00 2,250.00 
Secretary . . 3,400.00 3,800.00 
Inf. Chief and Editor of Newsletter... . . 3,600.00 (Seenew bud- 
get Inf. Serv.) 
Typists 
Membership Secretary 
Stenographer 
Telephone Operator 
(Reimb. 1952-53—$800 from MHS- 
Reimb. 1953-54—$850 CIB-NC) 
Clerical Assistance—Membership 
Secretary (4 time—# to Nursing Cons.) 
(1952-53 shared CIB-NC) 
Honorarium for Leg. Assistance 


$30,158.91 


1Includes transfers—Conf. Psy. Ed. Mental Hospi ice. 


Estimated 

1 
8/30/34 
$8,000.00 
2,500.00 
300.00 
200.00 
1,500.00 
$12,500.00 
$5,000.00 
$22,500.00 
6,000.00 
6,000.00 
2 10,000.00 
$44,500.00 
$62,000.00 
25,430.00 
GRAND TOTALS $373,900.00 $345,684.54 [EE $402,005.00 
$43,100.00 $47,200.00 $34,720.00 


1953] 
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B. Office Expenses: 
Rent and Utilities 
Telephone and Telegraph 
Postage 
Office Equipment 
Travel 
Office Supplies 
Membership, Printing (new forme) and 
Miscellaneous 


Total? 
8 Includes transfers MHS-CIB-NC. 


II. Pusric INFoRMATION 
A. Salaries: 
Office of Adm. Asst. and Public Info... 
Editorial Secretary 


B. Office Expenses: 

Consumable Supplies (paper, envelopes). 

Telephone and Telegraph 

Postage 

Travel 

Publications (ditto, mimeo., prtg. ) (news 
releases, brochures, reports, etc.).... 

Purchase of reference materials 

Entertainment of distinguished guests. . 


1 Includes transfer—MHS (Salary Item). 


III. INForMATION SERVICE (NEWSLETTER AND 
Mait Poucu 
A. Salaries: 
Information Sec’y 


B. Office Expenses: 

Newsletter—Ptg. and Publisher 

Classified Notices, printing 

Mail Pouch: Stuffing, assembling, ad- 
dressographing and envelopes 

Mail Pouch: Postage 

Consumable Supplies ...... 

Misc. Printing, official notices, program 


IV. PuBLicaTIONS 

Operating fund for the printing and distribu- 
tion of books and pamphlets such as reports 
of Conferences on Psy. Education, desk 
calendar appt. book, etc 
(Recommended that APA establish a ’ Capi- 
tal Fund for the printing and distribution of 
publications to be utilized on specific auth- 
orization from the Exec. Comm. when it 
appears to the Comm. that the money will 
be returned to the treasury through the sale 
of the publications over a reasonable period 
of time) 


Actual 


i I 
630. 85 
1,262.97 


Estimated 
7/1/52- 
6/30/53 

$6,330.00 
1,500.00 


Estimated 
7/1/§1- 
6/30/52 


$13,340.00 
$48,060.00 


$10,000.001 
3,600.00 


$13,600.00 


(formerly under Med. Dir. Budget) 


1,000.00 

600.00 
1,000.00 
1,000.00 


2,000.00 


1,500.00 


$5,000.00 $13,050.00 


7/ 
6/30/54 
$2,700.00 $6,890.00 8 
1,500.00 1,500.00 
1,200.00 1,553.18 1,200.00 1,400.00 ‘a. 
500.00 314.14 250.00 250.00 
1,500.00 1,590.40 1,000.00 1,000.00 
2,500.00 804.94 1,000.00 1,500.00 “ie 
Conferences and Seminars............. 2,000.00 46.42 2,000.00 
$12,400.00 $ 9,423.79 $13,780.00 
4 
6,100.00 
$19,700.00 
| 
(formerly under Med. Dir. Budget) 3,400.00 
5,000.00 0,668.83 3,200.00 4,000.00 
$5,000.00 $0,668.83 
| 
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V. GRANTS 
Conf. on Psychiatric Education USPHS 


Grant 18 (No. 2 Psy. Conf.) expires 

For Printing, promotion. and publ. of the 
Rept. of the 1952 Conf. on Psy. Ed........ 

Conf. on Therapy Evaluation USPHS Special 
Grant—Expires 5/31/53. For preparation 
of final rept. of the Conf. and such follow-up 
studies as submitted to and approved by 
ce 

Committee Project 


/1/51 


sa 


Actual 
7/1/51- 
6/30/52 


Estimated 
7/1/52- 
6/30/53 


$99,209.002 $95,362.812 $19,800.001 


Estimated 
7/%/53- 
6/30/54 


2 Probably is 1st Psy. 


VI. Nurstnc CoNSULTANT SERVICE 
A. Salaries: 

Nursing Cons. (2 mos. @ $5,100, 10 mos. 

@ $5,400. (1952-53 included under 

Comm. on PSN—$5,050) 

Secretary (shared ’52-53 with CIB..... 

Telephone Operator (share for NC)... 


14 time—4 time to office of Med. Dir. 
B. Office Expenses: 


Printing and Mimeo. (incl. stationery) 
Telephone and Telegraph............. 


VII. Centra Inspection Boarp 
A. Salaries: 
Secretary (shared with NC)........... 
Telephone Operator (share for CIB) 
(included 1952-53 under communica- 


rate of $1 
} time salary o., Sec. to NC, 


B. Office Expenses: 


Office Supplies and Equipment........ 


19,800.00? 


$103,569.00 $98,177.04 $19,800.00 $8,500.00 
Total—Items I through V......... «+++ $164,069.00 $156,428.57 $85,780.00 $99,560.00 


1 Probably includes $12, seen .00 granted during ’52-53 for Conf. on Therapy. 


39,600.00 


4,300.00 2,814.23 
125.00 
100.00 
1,500.00 
—— $10,085.00 4 
700.00 305.00 


1953] 
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VIII. Menta Hospitat Service aNp INSTITUTES 
A. Salaries: 
Service Advisor ........... 
Chief, Editorial 
Office Assistant—Advertising ..... 
Office Assistant—Accounts .......... 
Telephone Operator (share MHS— 
$500) (included in Communications 
”52-53) 
Allowed for Reallocation of positions 


1Salary Item—Public Relations Budget ’ 


Not shown in 53-54 Budget—Est. Carcy-over st 10— to be used for long term projects, such as International 


MHS which does not become self-supporting in the first 


Allowances not made under individual offices for "Soc. Sec. Taxes, or Workmen’s Compensation Workmen’s Com- 


Estimated 


eeeeee 


Actual 


7/1/5t- 


pensation Premium 1953—$72.64—Audit $30.99. Social Security—1}% on first $3,600. 


B. Office Expenses: 


Publication—M ental H. ospitals (10 is- 
Supplementary Mailings ...... 
Office Equipment (fixed)....... wae 
Supplies and Miscellany....... 
Miscellaneous 
Office Supplies ........... 
Reference Library ............ 
Communications (incl. ’52-53 salary for 
Telephone Operator—$500) ........ A 
Prtg. and Distribution—other publns.. 
Mental Hospital Institute...... 


Est. Carry-over from ’51-52 budget... .. 


Total—Mental Hospital Services and 


IX. Executive AssIsTtANT’s OFFICE 
A. Salaries: 

Executive Assistant ... 
Bookdceeper 
Telephone Operator ............ 


Printing Office Forms.............. 
Telephone and Telegraph............. 
Postage ..... 
Miscellaneous 


7/1/52- 
6/30/53 8/30 54 
$1,000.00" $1,000.00 
4,000.00 4,500.00 
3,200.00 3,400.00 
3,600.00 

3,000.00 


$14,000.00 $16,050.00 


1,200.00 1,500.00 
6,200.00 6,000.00 
3,300.00 1,000.00 
2,400.00 2,400.00 
500.00 500.00 
750.00 
oad 750.00 
1,000.00 
4,000.00 2,000.00 
900.00 750.00 
1,300.00 1,000.00 
3,000.00 3,000.00 
1,000.00 1,000.00 
13,500.00 6,300.00 
$500.00 $500.00 
500.00 


$10,500.00 $11,000.00 
3,900.00 4,400.00 
2,600.00 2,860.00 
2,600.00 2,600.00 
2,860.00 2,600.00 


1,500.00 
1,200.00 700.00 
300.00 300.00 
1,000.00 900.00 
1,100.00 1,000.00 
2,200.00 2,200.00 
100.00 100.00 
250.00 100.00 
200.00 400.00 


$13,850.00 


$41,100.00 $42,519.25 $44,300.00 $28,450.00 
$41,100.00 $42,519.25 $58,300.00 $44,500.00 
$10,000.00 $9,999.96 
3,380.00 3,379.92 ore 
2,080.00 1,744.05 
2,178.00 1,912.54 
500.00 358.30 1,000.00 1,000.00 
$18,136.00 $17,394.77 $23,460.00 $24,460.00 a 
B. Office Expenses: — 
$00.00 301.40 
500.00 366.90 
650.00 560.64 
1,000.00 804.33 
1,350.00 1,095.34 
eeeeee 
eereee eeeeee 
$0,514.00 $8,833.28 [EEE $12,900.00 
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Membership Directory 
Fellowship Certificates 


Estimated 
7/1/51- 
C. Publications : 6/30/52 

Supplement to Membership Directory... $1,700.00 


Actual 
6/30/52 
$875.02 


Estimated 
7/1/52- 
6/30/53 


(Sept. || 


Estimated ia 
7/1/53- 
6/30/54 


D. Miscellaneous Items: 

Social Security Taxes, etc..........+++ 


Total—Exec. Asst’s Office.......... 
X. AMERICAN JOURNAL OF PsyYCHIATRY 


A. Printing and Distributing—12 issues..... $40,000.00 
B. Advertising Commissions .............. 2,700.00 
C. Salaries: 
3,200.00 
Secretargs-N. Y. Office... 2,800.00 
Editorial Assistance 450.00 
D. Office Expenses: 
Rent—Toronto Office ............ an 844.00 
200.00 
Telephone and Telegraph............. 200.00 
Office Expense—Toronto ............. 550.00 
Printing—Office Forms .............. 200.00 
Social, 100.00 
Office Equipment and Furniture, To- 


$45,910.00 


$46,000.00 
3,200.00 


3,500.00 


2,600.00 
450.00 


XI. Councit anp ComMITTEES1! 


ToraL—Am. JOURNAL OF PsyCHIATRY $51,044.00 


Executive Committee and Council........ $10,000.00 


$59,444.00 


$10,000.00 2 
2,000.00 


$70,030.00 


$10,000.002 
2,000.00 


Annual and Standing Committees : 
Housekeeping Committees : 
Constitution and By-Laws...........+++ 


$12,000.00 


$12,000.00 


B 
lowed for NYC members. 
2 At annual rate of $13,200. 


*s3-54 Nursing Cons. Office. 


Coordinating Committees : 
Technical Aspects of Psychiatry.......... 
Professional Standards: 
Clinical Psychology +10001 
Nomenclature and Statistics............ 


2 Total estimated expenditure for each Coordinating Comm. 


$3,400.00 


$1,755.20 


$2,250.00 


1 Based on round-trip air fare to NY City plus $20 average expenses per Comm. Member outside NYC—$s5.00 al- 


® (1952-53 includes Nurs. Cons. Office—’s3-54—Comm. expenses only; See APA Washington Office Budget for 


$2,550.00 
1,950.00 * 
150.00 
300.00 
500.00 


$2,500.00 


$2,050.00 
2,650.00 
750.00 
300.00 
500.00 


: 250.00 244.85 300.00 400.00 
$1,950.00 $1,119.88 $5,600.00 $4,900.00 
$300.00 $250.00 $600.00 $700.00 
350.00 371.47 700.00 700.00 
1,200.00 1,352.24 1,500.00 1,500.00 
$1,950.00 $1,973.71 $3,000.00 $3,100.00 
$38,729.50 $54,000.00 
3,447.10 3,700.00 
3,190.02 3,500.00 
2,743.20 2,800.00 
450.00 450.00 
843.36 844.00 1,080.00 
238.83 600.00 800.00 
300.00 300.00 300.00 
200.00 200.00 200.00 
203-59 550.59 700.00 
124.89 200.00 400.00 
213.95 300.00 400.00 
80.15 100.00 100.00 
91.27 300.00 300.00 : 
E. Advertising and Circulation............. 300.00 300.00 
$14,205.51 
$12,000.00 $14,265.51 
100.00 250.00 
50.00 50.00 
7 250.00 101.85 200.00 150.00 
750.00 823.62 700.00 800.00 
400.00 285.86 200.00 250.00 
| 2,000.00 543.96 1,000.008 1,000.00 
200.00 133.23 
162.75 
500.00 899.18 
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Psy. Hosp. Stds. and Policies.......... 
Pay. Social Service. 
Community Aspects of Psychiatry........ 
Academic Education 
Industrial Psychiatry 
Internal Relations 
Leisure Time Activity................- 
Military Psychiatry 
Preventive Psychiatry 
Public Education and Relations +150.002 
(’52-53) 
Veterans 
Ad Hoc Committees: 
Civilian Defense 
Qualifications and Training Stds........ 
Commission on Long Term Policies of 


Total—Council and Committees. . . 


2 Special appropriation by Council. 
8 Special appropriation. 


XII. ANNUAL MEETING 


Estimated Actual Estimated Estimated 
I- 7/1/51- 7/1/52- 7/1/53 
/30/52 6/30/52 6/30/53 6/30/54 
$1,000.00 $672.54 $800.00 $600.00 
200.00 200.00 
10,000.00 8,695.00 8,570.00 300.00 
350.00 75-48 200.00 700.00 
150.00 150.00 
300.00 300.00 200.00 200.00 
300.00 239.75 200.00 200.00 
250.00 244. 100.00 100.00 
100.00 37.10 100.00 100.00 
1,200.00 388.64 600.00 150.00 
400.00 205.42 200.00 350.00 
500.002 60.75 


$33,600.00 $20,755.18 $31,520.00 $24,150.00 
1 Total estimated expenditure for each Coordinating Comm. 


4 Meeting only; recommend unexpended bal. be reappropriated as a “‘no year” basis, i.¢., available until expended. 


$22,500.00 $22,242.76 


$22,850.00 


In conformance with the request of The American 
Psychiatric Association, the American Neurological 
Association, and the American Medical Association, 
we are submitting the following account of the 
activities of the American Board of Psychiatry and 
Neurology, Inc., since the last report to the Asso- 
ciations by letter dated March 24, 1952. 

The Board consists at present of the following 
members : 


Appointed by The American Psychiatric Associa- 
tion: 

Dr. Kenneth E. Appel (term of office expires 
December, 1954) 

Dr. David A. Boyd, Jr. (term of office expires 
December, 1955) 

Dr. William Malamud (term of office expires 
December, 1956) 

Dr. George H. Stevenson (term of office ex- 
pires December, 1953) 


Appointed by the American Neurological Associa- 
tion: 

Dr. Bernard J. Alpers (term of office expires 
December, 1955) 

Dr. Francis M. Forster (term of office expires 
December, 1956) 

Dr. Roland P. Mackay (term of office expires 
December, 1953) 

Dr. Paul I. Yakovlev (term of office expires 
December, 1954) 


REPORT OF AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY, INC. 


Appointed by the American Medical Association: 

Dr. Russell N. DeJong (term of office expires 
December, 1954) 

Dr. Francis J. Gerty (term of office expires 
December, 1955) 

Dr. Frederick P. Moersch (term of office ex- 
pires December, 1956) 

Dr. George N. Raines (term of office expires 
December, 1953) 


At the annual meeting of the Board in December, 
1952, the following officers were elected: Dr. Roland 
P. Mackay, President; Dr. George N. Raines, 
Vice-President ; Dr. David A. Boyd, Jr., Secretary- 
Treasurer. 

When the Board met in Chicago, Ill, in June, 
1952, 269 candidates were examined. Of this num- 
ber, the Board certified 132 in Psychiatry, 23 in 
Neurology and 1 in Neurology and Psychiatry. 

The annual meeting of the Board was held in 
New York City in December, 1952. At this time 
302 candidates were examined by the Board. Of 
this number 150 were certified in Psychiatry, 16 in 
Neurology, and 1 in Neurology and Psychiatry. 

Since its inception, the Board has received 6,389 
applications. Some of these are still under con- 
sideration. The total number of diplomas issued by 
the Board to date is 4,503. Of this number, 3,267 
received certification in Psychiatry, 295 in Neu- 
rology, and 941 in Neurology and Psychiatry. 

Respectfully submitted, 
Davip A. Boyp, Jr., M. D., 
Secretary-Treasurer 
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PRESIDENT’S PAGE 


The purpose of The American Psychiatric 
Association as stated in the Constitution is 
to: (a) further the study of subjects per- 
taining to the nature, treatment, and preven- 
tion of mental disorders; (b) to further the 
interests, the maintenance, and the advance- 
ment of standards of hospitals for mental 
disorders, of outpatient clinics, and of all 
other agencies concerned with the medical, 
social, and legal aspect of these disorders ; 
(c) to further psychiatric education and re- 
search ; (d) and to apply psychiatric knowl- 
edge to other branches of medicine, to other 
sciences, and to the public welfare. 

This is a broad and comprehensive pro- 
gram. It is challenging. It provides oppor- 
tunities for activity for every member of the 
A.P.A. Difficulties in activating this pro- 
gram are many. There are limitations of 
time, of men available who are overburdened 
in their professional duties, and of budget. 
The employed and elected officers are work- 
ing hard to fulfill these goals. The time, 
energy and thought devoted to these ends 
voluntarily by many members of the Asso- 
ciation is unbelievable. To take one example, 
think of the idealism and dedication of the 
members of the Commission on Long Term 
Policies. 

What can the individual member do? 
First, read the Manual of Organization and 
Policy and the Constitution. If you do not 
have copies, write to the Medical Director’s 
office. In these pamphlets one will be in- 
spired by the thoughts and idealism of past 
leaders of the Association. . They will give 
a sense of perspective. In reading them, 
think of where you as a member find inter- 
ests and can make a contribution. One of 
the great problems of our organization is 
activating the participation of each member. 
There are opportunities for each of us. Don’t 
wait to be called on. Write to any of the 
officers, the Medical Director, the Executive 
Assistant, the Chairman of any of the com- 
mittees. Write inquiries, criticisms, sugges- 
tions for activity or improvement. Any of 
these people will welcome communications. 
They will be carefully considered and acted 
on. Last year a young member wrote in a 
suggestion. A new and important committee 
was formed as a result. Take initiative. This 
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is a step you can take to improve the A.P.A., 
make it a more vital organization, and im- 
prove psychiatry. 

The officers and committees are trying to 
be responsive to the needs of the members 
and psychiatry. The Commission on Long 
Term Policies is one indication. At the meet- 
ing in Los Angeles a historic development 
took place: the first meeting of the Assem- 
bly of representatives of the District 
Branches. Dr. Joseph Abramson of Brook- 
lyn, New York, was elected Chairman and 
Dr. John R. Saunders of Richmond, Vir- 
ginia, secretary. Write them. The Assembly 
represents an effort to effect a closer relation- 
ship between psychiatrists in local communi- 
ties with other communities and with the 
central organization of the A.P.A. Exchange 
of ideas, discussion of common problems, 
and suggestions as to how to meet these prob- 
lems more effectively are afforded. Concerns 
of the membership and local groups will be 
brought more expeditiously to the attention 
of the central body. Pressing problems of the 
Council will be brought to the attention of the 
Assembly, where they will receive broader 
and more representative consideration. 

These new channels of communication and 
interchange between the grass roots, their 
elected representatives and the officers elected 
to represent the membership as a whole, 
will make the A.P.A. a better integrated and 
a more active organization. This new devel- 
opment should stimulate increased activity 
in the local groups. It shows the respon- 
siveness of the A.P.A. to the tremendous 
growth of psychiatry since the two World 
Wars. Each year brings new problems, new 
developments, and new emphases, which can 
be used as springboards of progress. The 
Assembly of the A.P.A. is an indication of 
progress in facilitating the function of our 
national and local organizations. 

Each member has responsibility not only 
for his immediate, local professional activ- 
ities, but also for the course of psychiatry as 
a science and its contribution to the health 
and welfare of the community and country as 
a whole. Your national organization, The 
American Psychiatric Association, is your 
channel of activation. Please help. Please 
participate. Please take initiative. 

KENNETH E, APPEL 
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COMMENT 


A Cadillac wreck left Katz-Suchy with 
severe head and tongue injuries the week be- 
fore Christmas. This Polish delegate to the 
United Nations is a master of anti-American 
vituperation in his Communist appeals be- 
fore the U.N. This sworn enemy of western 
democracy has often expressed admiration 
for the British character, and has been re- 
ported to have had a Christmas tree on top 
of his office file. Current rumors are that 
he is undependable. He had flight reserva- 
tions to Europe for the night after the acci- 
dent. While we can only infer that this dis- 
tinguished ex-diplomat was intensely con- 
flicted in his personal and political life, it 
seems plausible that his wrecked Cadillac re- 
sulted from personal need rather than chance 
factors. 

Such incidents are only illustrative of 
the possible personality determination of so- 
called accidental injury and death. Although 
accident incidence can be shown to be de- 
creasing, if statistics are correct for popula- 
tion and traversed miles, nevertheless acci- 
dents account for an enormous proportion of 
death and injury in the United States. Me- 
chanical safety devices have reduced the true 
accident rate, but a loose nut on tKe steering 
wheel can effectively sabotage any other me- 
chanical improvement. Without reviewing 
personality studies of accident occurrence, 
we will highlight those personality and social 
aspects of accident incidence that may be sus- 
ceptible to such investigation and remedy. 
Low positive correlations of various per- 
sonality facets with accident incidence sug- 
gest that this is an extremely complex prob- 
lem. It is necessary to consider a multi- 
faceted approach to its investigation and 
remedy. What personality hypothesis may 
explain accidents ? 

The literature suggests that impulsiveness, 
self-righteousness, guilt feelings, transient 
tensional states, and interpersonal deter- 
minants may be involved in accident causa- 
tion. Is there some way that these character- 
istics of personal and interpersonal living 
may be put into an integrated picture that 
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will lead to effective analysis of the problem 
and possible remedy ? Let us consider wherein 
personality and social determinants may be 
involved. Dunbar characterizes fracture pa- 
tients as impulsive, unsystematic, adventur- 
ous persons who live for the present. Such 
people are inclined to act on the spur of the 
moment; they frequently manifest ill-con- 
trolled hostility against persons in authority. 
At the same time their behavior is motivated 
by guilt feelings, self-punishment, and fail- 
ure. These accident-prone persons are com- 
monly found among hobo types, happy-go- 
lucky people who cannot tolerate discipline. 
Dunbar refers to most of the personality 
and interpersonal characteristics that have 
been described in the literature of accident- 
proneness. Her analysis raises both personal 
and interpersonal questions. The findings of 
Alex Bavelas on group dynamics manage- 
ment in industry have demonstrated that 
accident incidence in industry may be enor- 
mously reduced by group decision to limit 
accidents in the particular industrial opera- 
tion. He found, on the one hand, that when 
workers were directed or urged by their 
supervisors to reduce accidents that no re- 
ductions were discernible. On the other hand, 
when a psychologist led similar industrial 
workers to arrive at a decision to reduce 
accidents, mishaps precipitously decreased. 
The armed forces report that accident inci- 
dence is associated with particular super- 
visors. The accident rate tends to vary as a 
particular officer is transferred from one 
command to another. Apparently the char- 
acteristics of the authority figure have a 
measurable impact upon the degree to which 
members of a particular unit become in- 
volved in accidents. The quality of the inter- 
personal situation may enter into a syner- 
gistic relationship with the personalities of 
the individuals to lower or raise the accident 
rate. If Dunbar’s observations are approx- 
imately valid in personality terms they con- 
tribute to the reasonableness of the social 
group observations made by Bavelas and the 
armed forces. 
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How can impulsiveness, self-righteous- 
ness, guilt feelings, transient tension and 
group membership be integrated into a uni- 
fied picture for the investigation and control 
of accident occurrence? 

(1) Impulsiveness—Accident statistics 
show a relatively low accident rate among 
minors, with a sharp increase at the time 
adolescents acquire their adult driver’s li- 
cense. This may suggest that impulsiveness 
occurs because of a sudden release from 
parental control. Such impulsive behavior 
might also be expected to occur at the with- 
drawal of authoritarian control in other situ- 
ations. The Yale studies on frustration and 
aggression reasonably relate to this point in 
suggesting that expression of aggression is 
associated with the reduction of fear of 
retaliation. Putting a frustrated, irritated 
person in a situation where he is not directly 
under the control of an authority figure may 
very well give him an opportunity to release 
his aggression indirectly in such a way that 
he can reduce the threat of punishment. 

(2) Self-righteousness—Police officers 
with whom the present writer has discussed 
the problem have commented on their obser- 
vation that many accident repeaters have 
been completely within their rights, always 
had the proper legal prerogatives of right of 
way, etc., when they became involved in 
accidents, and yet they have been involved 
again and again. The rigid, perfect, unyield- 
ing individual who insists upon and takes his 
rignt of way without respect to what other 
people are doing might quite reasonably be 
expected to become involved in accidents. 
Such a person may properly have engraved 
on his tomb the following epitaph: “He was 
right, dead right, as he sped along, but he’s 
just as dead as if he’d been dead wrong.” 

(3) Guilt Feelings.—A study of accidents 
among mine workers conducted under the 
auspices of the department of psychiatry at 
the University of Colorado Medical School 
suggests that liability to accidents may be a 
function of the degree of guilt feelings and 
the avenues for release. It appeared that 
personality disorganization, physical condi- 
tion, motor speed, etc., were of peripheral 
importance in comparison with the degree of 
guilt feelings and avenues for expression. 
The guilt-ridden person was found to be ex- 


tremely accident prone. One miner was most 
precarious on small hazard jobs since he was 
always hurting himself in limited ways. On 
the other hand his astute supervisor observed 
that his miner was dependable on any really 
dangerous jobs. He never slipped in a sit- 
uation where real hazard to himself was in- 
volved. He apparently just wanted to hurt a 
little. 

(4) Transient Tensional States —Dunbar 
has differentiated between “accident habit,” 
which she elaborates as chronic personality 
tendencies toward accidents, and “accident 
proneness” at a particular time, which she 
elaborates as a tendency to accident incidence 
in connection with an acute personality or 
social crisis. Some people become involved in 
accidents in times of extreme stress. Others 
are consistently in accidents and Eisenbud 
finds in psychoanalytic material, that an acute 
personality crisis frequently provokes acci- 
dents. He has noted that sexual guilt is 
especially likely to be involved. The high 
incidence of accidents among young, up- 
rooted, sexually distressed military men may 
be especially dependent upon such acute per- 
sonality crises. 

(5) Interpersonal and Group Membership 
Determinants.—It has been suggested that 
accidents vary as a function of particular 
supervisors or particular types of group 
management. Such variations may relate to 
the personalities of the supervisors function- 
ing in such a way that they may increase or 
reduce the personality propensities to other 
accidents. Eisenbud’s psychoanalytic obser- 
vations suggest that certain individuals seem 
to relate to accidents in a “Typhoid Mary” 
fashion. The enzymatic action of a dicta- 
torial, authoritarian person may vary in its 
effects, depending upon the particular char- 
acteristics of the personalities interacting 
with it. For example, it might be assumed 
that an authoritarian person might be a se- 
verely frustrating agent to one individual 
provoking him to impulsive or guilt deter- 
mined accidents. On the other hand such an 
authoritarian person might reduce the acci- 
dent incidence of some other individual who 
is in need of dependency and direction. It 
appears possible that a democratic leader 
may induce in his group attitudes of respon- 
sibility and self-determination, thus effec- 
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tively reducing the accident tendencies in 
members of such a group. 

(6) Integration of Hypotheses.—It is pos- 
sible to consider the general question of 
socially or personality-determined accidents 
as a result of some relationship among the 
foregoing propositions. Guilt-determined ac- 
cidents, aggression-determined accidents, and 
accidents resulting from impulsiveness might 
reasonably be expected to vary as a function 
of the general tensional level of the individ- 
ual. The more disturbed a person is the more 
prone he is to accidents. Personal or social 
sources of disturbance and tension might be 
expected to vary with the situation. As- 
suming that a guilt-ridden individual feels 
himself unloved, we might further assume 
that self-punishment would be maximized in 
the presence of a rejecting father. Assuming 
that accidents caused on the basis of aggres- 
sion vary with instigators of aggression and 
opportunities for aggressive expression we 
might assume that accidents on an aggres- 
sion-determined basis would increase in an 
authority domination situation. Such acci- 
dents would be likely to occur in such a way 
that the fault would be hidden. Accidents as 


a function of impulsiveness and lack of fore- 
sight might again be expected to vary with 
the imposition or lifting of authoritarian 
control. In the immediate presence of an 
authority figure it might be assumed that 
accident incidence would be low. Where 
authority is withdrawn, either intentionally, 
or by distance, it might be expected that 
accidents would increase. Thus it is possible 
to construct a logical relationship among the 
various inferred personality and social de- 
terminants of accident occurrence. While no 
sense of definitiveness can be expected at 
present, it appears reasonable that investiga- 
tion on some such basis might be productive. 
Where simple or unitary causality has been 
investigated in the past, many suggestions 
have emerged. It seems fruitless to pursue 
unitary causality farther. In an area as im- 
portant in cause of death as that of accidents, 
it seems essential to attack the many-faceted 
problem from a complex approach. Even 
the personality scientists attempting to un- 
derstand the personality determinants of ac- 
cidents may consider seriously the motto 
“The life you save may be your own.” 
F. G. E. 


SPECIAL ANNOUNCEMENT 


1954 PROGRAM ANNOUNCEMENT 


Material for presentation to the St. Louis meeting handled by the Committee on Pro- 
gram includes (1) papers, (2) films, (3) scientific exhibits, and (4) round tables. 
Any submission should be described in an abstract of about 200 words, preferably in the 


following form: 
A proposed title 


The method used 
The findings so far 


PY PE 


The aim (any hypothesis to be proven) 
The limits of the study (time, number of cases) 


The conclusions which can be drawn 


Data about films should be sent to Dr. Horwitz, and about sientific exhibits to Dr. 
Sullivan, but otherwise submissions may be made to any member of the Committee. Ab- 
stracts may also be submitted to the appropriate Section and forwarded to the Section 
officers, but should be sent in by October 1, 1953. 

The deadline is November 1, 1953, shortly, after which the Committee will meet to 
review submissions and to set up the program in definite form. 

The November 1 deadline also applies to Sections, and it is requested that the officers of 
the Sections will please work up their programs for review by the Committee on Program 


at its November meeting. 


The Committee on Program wishes to thank all participants in the program of the Los 


Angeles meeting. 
Davin A. Younc, 


oHN G. DEWAN 


AuRICE H. GREENHILL 


Titus H. Harris 


hairman 


A. Horwitz 
Z1cMoND M. LEBENSOHN 
MartHa W. MacDonaLp 
HELEN V. McLEAN 
JoserH D. SULLIVAN 
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NEWS AND NOTES 


FESTSCHRIFT FOR PROFESSOR KLAESI.— 
The May-June issue of the Monatsschrift 
fiir Psychiatrie und Neurologie is a special 
issue paying tribute to Professor Jacob 
Klaesi on his seventieth birthday, which fell 
on May 29, 1953, and dedicated to him by 
his friends, colleagues, and pupils. Since 
1933, Dr. Klaesi has been professor of psy- 
chiatry at the University of Bern and di- 
rector of the psychiatric clinic and Hospital 
Waldau, and since 1939 he has been editor 
of the Monatsschrift fiir Psychiatrie und 
Neurologie. 

The fine custom of honoring outstanding 
scientists by publishing together a series of 
contributions by their colleagues and stu- 
dents is exemplified at its best in this 500- 
page volume, sponsored by a number of gov- 
ernment and business agencies. The list of 
contributors, numbering 40, is international 
and includes many of the best-known names 
in neurology, psychiatry, psychology, medi- 
cal education, and medical biography. The 
frontispiece of the volume is a portrait of 
Prof. Klaesi. 


Dr. Honorep.—Dr. Robert H. 
Felix, director of the National Institute of 
Mental Health, Public Health Service, a 
Fellow of The American Psychiatric As- 
sociation, and who has so efficiently headed 
the Budget Committee during the past few 
years, received Honorary Doctor of Science 
degrees at commencement exercises held 
during June of this year for his outstanding 
work as head of the National Mental Health 
Program and his effectiveness in that ca- 
pacity in building a dynamic program of 
research into the prevention, cause, and treat- 
ment of mental disorders and promotion of 
mental health. One of the honorary degrees 
was awarded by the University of Colorado, 
from whose School of Medicine Dr. Felix 
received his M. D. degree in 1930; the other 
Se. D. was awarded by Boston University. 
The Journal extends congratulations to Dr. 
Felix on this well-deserved recognition of his 
work. 
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RETIREMENT OF Dr. STRECKER.—Dr. Ed- 
ward A. Strecker, chairman of the depart- 
ment and professor of psychiatry in the Uni- 
versity of Pennsylvania, retired in June 
1953, after serving 22 years as head of his 
department. 

One of the monuments of Dr. Strecker’s 
distinguished professional career is the thriv- 
ing Strecker Psychiatric Society, which was 
founded in 1945. This society is an under- 
graduate medical organization with about 40 
members presently enrolled. It serves a very 
useful educational purpose and the meetings, 
at which nationally known guest speakers 
take part, attract large attendance, often 
several hundred persons. 

As his successor, Dr. Appel, puts it, “Dr. 
Strecker will continue to guide developments 
in psychiatry at the University of Pennsyl- 
vania despite his technical retirement.” 


Dr. ApPpEL CHIEF OF PSYCHIATRY AT 
UNIVERSITY OF PENNSYLVANIA.—Follow- 
ing the retirement of Dr. Strecker, Dr. Ken- 
neth Appel, who has been associated with the 
University of Pennsylvania and with the 
Pennsylvania Hospital since 1924, succeeds 
to the chair in psychiatry in the University. 

One of the outstanding developments for 
which Dr. Appel was responsible was the 
organization of the Functional Clinic at the 
University Hospital. At first, a subsection 
of the G. I. Clinic, it has since become an 
important independent unit which Dr. Appel 
has directed throughout. He is presently 
serving for the year 1953-54 as president of 
The American Psychiatric Association. 


Revista De PsiQUuIATRIA Y PSICOLOGIA 
Mepica DE Europa y AMericaA LATINAS.— 
The first issue of this new review, published 
in Barcelona, is dated January-February- 
March 1953. The purpose of this review is 
to bring together points of view from all 
parts of the Latin world as represented by 
contributions from Central and South Amer- 
ican countries, as well as European. All as- 
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pects of psychiatry and related disciplines 
will be covered. The first issue contains lead- 
ing articles by Honorio Delgado from Peru, 
A. Vallejo Nagera and J. J. Lopez Ibor from 
Spain, together with abstracts, excerpts, 
book reviews and news items. 

Revista de Psiquiatria y Psicologia Mé- 
dica is under the editorial direction of Prof. 
Ramon Sarr6, assisted by a board compris- 
ing members from Chile, Peru, Mexico, Ar- 
gentina, Brazil, Uruguay, Cuba, Spain, Por- 
tugal, France, Italy, and Switzerland. The 
editorial office is in Barcelona: Calle de 
Enrique Granados, 121, ent, Barcelona. 

The American Journal of Psychiatry sa- 
lutes and extends best wishes to Revista de 
Psiquiatria Y Psicologia Médica de Europa 
y America Latinas. 


Acta PsYCHOTHERAPEUTICA PsyCHOso- 
MATICA ET ORTHOPAEDAGOGICA.—This new 
journal, under the editorship of Drs. Carp 
and Stokvis, both of Leiden, together with 
5 associates and collaborators from many 
countries, was launched in the Spring of this 
year. In their introduction, the editors take 
account of the “growing need for further 
study of the fundamental problems in a field 
in which the consideration of man as a unit 
must form the basis of every psychothera- 
peutic endeavour,” and recognize that “the 
physician who has a true sense of vocation 
therefore must be a psychotherapist first and 
foremost.” 

Papers will be published in English, Ger- 
man, and French. The new review is a quar- 
terly and the subscription price is 40 Swiss 
francs per annual volume. 

Editorial correspondence should be ad- 
dressed to Dr. B. Stokvis, Psychiatric Uni- 
versity Clinic, Leyden-Oegstgeest, Holland. 
The publishers are Messrs. S. Karger, 22, 
Holbeinstrasse, Basle, Switzerland. 


FUNCTIONS AND QUALIFICATIONS OF 
Psycuiatric Nurses.—The report of a 
study on the functions and qualifications of 
psychiatric nurses conducted by Claire Mint- 
zer Fagin, R. N., in cooperation with an 
advisory committee of psychiatric nurses and 
psychiatrists, has just been published by the 
National League for Nursing. 

Need for such a study is indicated by the 


fact that half of the patients in the country’s 
hospital beds are classified as psychiatric 
patients, while only 5% of the nation’s hos- 
pital nurses are employed in psychiatric 
facilities. 

To supply information for the study more 
than 200 psychiatric nurses from all over 
the country answered questionnaires and co- 
operated in the interviews and conferences. 
The study, financed through a grant from 
the National Institute of Mental Health, 
was conducted under the Mental Health and 
Psychiatric Nursing Project of the National 
League of Nursing Education and the Na- 
tional Organization for Public Health Nurs- 
ing, both now part of the National League 
for Nursing. 

Copies of the report may be ordered from 
the National League for Nursing, 2 Park 
Avenue, New York City. The price is $1.50 


per copy. 


FirtH MENTAL Hospitat INsTITUTE.— 
Dr. Kenneth E. Appel, president of The 
American Psychiatric Association, announ- 
ces that the Fifth Mental Hospital Institute 
will be convened at the Hotel Marion, Little 
Rock, Arkansas, October 19-22, 1953. 

Among the topics to be discussed are: 
strengthening hospital services through im- 
proved administrative practices, follow-up 
studies of patients after formal discharge, 
the law and the mental hospital, the evalua- 
tion of therapies, research problems, accident 
prevention, and other administrative prob- 
lems. 


INSTITUTE OF PsyCHIATRIC TREATMENT. 
—A 3-day institute under the direction of 
Dr. Leo Alexander and Dr. Robert Arnot 
will be held at the Boston State Hospital, 
Boston, Mass., October 1-3, 1953. One day 
each will be devoted to discussions and dem- 
onstrations of treatment techniques for (1) 
manic-depressive illness, (2) schizophrenia, 
and (3) psychoneuroses and _ borderline 
states. Sessions will run from 9 a.m. to 
5 p.m. each day, with lunch at 12:30 and 
group discussion at the end of the afternoon. 
On October 2, there will be dinner at 7 p.m. 
at the Harvard Club, followed by a motion 
picture on problems of therapy. 

On the first day (manic-depressive illness ) 
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the topics will be: (1) Indications for ther- 
apy, (2) Electroshock: theory and practice, 
with oscillograph and clinical demonstra- 
tions; the use of Anectine in electroshock 
therapy, (3) Follow-up psychotherapy in de- 
pressions, (4) The use of autonomic drugs 
for diagnosis, prognosis and treatment, and 
(5) Testing practice with the Funkenstein 
test. Each participant will test 2 patients in 
1 hour. 

On the second day (schizophrenia) the 
topics will be: (1) Insulin, (2) Other en- 
docrine aspects of therapy of mental disease, 
(3) Psychotherapy in the treatment of 
schizophrenia with or subsequent to insulin 
coma therapy, (4) Neurophysiological con- 
cepts of therapy, and (5) New psychosurgi- 
cal techniques and their indications. 

On the third day (psychoneuroses and the 
borderline states) the topics will be: (1) 
Nonconvulsive treatment and combined con- 
vulsive-nonconvulsive techniques (electro- 
narcosis and electric coma variants), (2) 
CO:, (3) Associated psychotherapy ; integra- 
tion of psychotherapy with electric treatment 
techniques, (4) Short-term psychotherapy of 
the neuroses, and (5) Abreactive techniques 
and sedation. 

Applicants please write to Dr. Leo Alex- 
ander, 433 Marlborough Street, Boston, 
Massachusetts. The registration fee to cover 
the expenses of the course is $25.00. Checks 
should ‘be made out to the Institute of 

Psychiatric Treatment, in care of Dr. Leo 
Alexander. 


AMERICAN PSYCHOSOMATIC SOCIETY 
MEETING.—The eleventh annual meeting of 
the Society will be held at the Jung Hotel 
in New Orleans on Saturday and Sunday, 
March 27 and 28, 1954. 

The program committee would like to re- 
ceive titles and abstracts of papers for con- 
sideration by December 1, 1953. The time 
allotted for the reading of each paper will be 
15 to 25 minutes. The committee is inter- 
ested in investigations in the theory and prac- 
tice of psychosomatic medicine as applied to 
adults and children in all the medical special- 
ties, and in contributions in psychophysiology 
and ecology. 

The program committee requests that ab- 
stracts be submitted in quadruplicate to the 


chairman, Dr. George L. Engel, 551 Madison 
Avenue, New York City. 


AMERICAN OCCUPATIONAL THERAPY As- 
SOCIATION.—The thirty-sixth annual confer- 
ence of this association will convene in the 
Shamrock Hotel in Houston, Texas on No- 
vember 13. The theme of the week-long con- 
ference will be “Refining Our Resources.” 
The Pre-Conference institute on research in 
occupational therapy will begin Monday 
morning, November 16 and continue through 
the morning of November 17. On the after- 
noon of that day, the general program, with 
morning, afternoon, and evening sessions, 
will begin and continue until the close of the 
conference on Friday afternoon. 


NaTIONAL ASSOCIATION FOR Music 
THERAPY.—The fourth annual meeting of 
the National Association for Music Therapy 
will be held October 19-21 at the Kellogg 
Foundation, East Lansing, Michigan. The 
program committee is organizing a compre- 
hensive program representative of all phases 
of music therapy. E. Thayer Gaston, chair- 
man of the music education department, Uni- 
versity of Kansas, is president of the Na- 
tional Association for Music Therapy and 
will preside at business sessions and execu- 
tive committee meetings. 

Further information may be obtained from 
the local chairman, Roy Underwood, director 
of the Division of Fine Arts, Michigan State 
College, East Lansing, Michigan. 


INTERNATIONAL CONGRESS FOR PsyCHO- 
THERAPY.—Dr. H. K. Fierz, secretary-gen- 
eral, has announced that the International 
Congress for Psychotherapy will be held at 
Zurich, July 21-24, 1954, under the auspices 
of the Swiss Medical Association of Psycho- 
therapists. The main topic for discussion at 
this congress will be the controversial subject 
of transference in psychotherapy. 

Correspondence may be addressed to: The 
Secretariat International Congress for Psy- 
chotherapy, Zurich, 1954, Theaterstrasse 12, 
Zurich 1, Switzerland. 


Rorrey Park INstTiruTE GRADUATE 
Course.—Throughout the week of June 21, 
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1953, the International Post Graduate Course 
on Mental Health in Industry organized 
jointly with the World Health Organization 
was held at Roffey Park Institute at Hor- 
sham, Sussex, under the direction of Dr. 
T. M. Ling, director of the Institute. The 
doctors taking this course earlier attended 
sessions on the physical aspects of occupa- 
tional health at Manchester University. Be- 
sides British industrial medical officers, 
graduate students were registered from Ger- 
many, Holland, Belgium, Greece, Turkey, 
Denmark, Sweden, Switzerland, Austria, 
Yugoslavia, Italy, Spain, North Africa, and 
Canada. 


JAPANESE ASSOCIATION FOR PsyCHIATRY 
AND Neuro.Locy.—In the March 1953 num- 
ber of the Folia Psychiatrica et Neurologica 
Japonica, the proceedings of the forty-ninth 
annual meeting of the association in May 
1952 are reported. One is impressed by the 
rernarkable activity of the membership as 
represented by the 174 papers shown on a 
3-day program. There was a symposium on 
epilepsy including some 30 papers. There 
was also an ample symposium on problem 
children and numerous papers on neuropa- 
thology, neurophysiology, biochemistry, and 
psychopathology. One section dealt with he- 
redity, eugenics, and criminology. A con- 
siderable variety of clinical subjects was pre- 


sented and all current treatment methods 
were covered. 


ConcrEss OF ELECTROENCEPHALOGRAPHY 
AND CLINICAL NEUROPHYSIOLOGY.—The 
third congress of the International Federa- 
tion of Societies for Electroencephalography 
and Clinical Neurophysiology met during the 
week of August 16-21 on the campus of Rad- 
cliffe College in Cambridge, Massachusetts. 
During the scientific sessions, papers were 
presented by representatives from England, 
France, Italy, Belgium, Germany, Holland, 
Switzerland, Sweden, Spain, Denmark, Ja- 
pan, Australia, Canada, and the United 
States. 


CANADIAN PsycHIATRIC ASSOCIATION.— 
The annual meeting of this association was 
held at the Royal Alexandra Hotel in Winni- 
peg, Manitoba, on June 15 and 16 of this 
year. Dr. R. R. MacLean of Ponocka, Al- 
berta, became the new president; Dr. G. 
Loignon, Montreal, the new vice-president ; 
Dr. C. Roberts, Ottawa, the new secretary ; 
Dr. R. C. Hamilton of Ste. Anne de Belle- 
vue, Quebec was elected as treasurer. 

Guest speaker at the annual dinner was 
Dr. Norman Cameron, professor of psychi- 
atry and psychology at the’ University of 
Wisconsin. 


KRAEPELIN 


En la historia de la psiquiatria el nombre de Kraepelin permanecera imborrable. Todo, 
ciertamente, cambia y se transforma, mas atin en una ciencia en pleno devenir como la 
psiquiatria, pero han de succederse numerosas generaciones hasta que Ilegue una época 
en la cual la obra de Kraepelin se recuerde tan sdlo como un episodio meramente anec- 
dético de la evolucion de la ciencia psiquiatrica. 


Wir stehen noch immer am Anfang. 


Dr. Jose M. SacristAn, 
(Actas Expajiolas de Neuro- 
logia y Psiquiatria.) 
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Tue SENSATIONS: THEIR FuNcTIONS, PROCESSES 
AND MECHANISMS. By Henri Pieron. Trans- 
lated by M. H. Pirenne and B. C. Abbott. 
(New Haven: Yale University Press, 1952. 
Price: $6.00.) 


This important new work of Dr. Henri Pieron 
suffered only slightly by the translation from 
French into English. The French edition was pub- 
lished soon after the liberation of France in 1944; 
however, those who know of the research and 
teaching of Dr. Pieron recognize that much of the 
materal contained in this work began 20 or more 
years before. The English edition, published in 
1952, is an entirely revised work. 

By the term, “The Sensations” the writer refers 
to those functions usually referred to in English 
and American neurology as the senses. The work 
is an examination of the field both broadly and in 
some detail and describes the mechanisms of 
excitation and the physiological bases of qualitative 
and quantitative discrimination. Both theoretical 
and practical applications are considered, and the 
author points out that he has written for teachers 
of psychology as well as practical physiologists, 
psychologists, psychiatrists, and surgeons. He even 
mentions the value of the book to psysicists and 
astronomers, acoustical and illuminating engineers, 
photographers, television experts, and specialists 
in perfume chemistry ! 

English psychologists and physiologists are well 
acquainted with Dr. Pieron’s previous articles, and 
his books, Thought and the Prain and Principles of 
Experimental Psychology, are well known to Eng- 
lish and American readers. 

The author has the somewhat unusual position in 
the College de France, Paris, of professor of the 
physiology of sensation. The book expresses much 
of his teaching at that institution beginning in 1923. 

The first division indicates the content of the 
book. It is entitled, “From the Stimulus to the 
Sensation” and is concerned with the stimulus-re- 
sponse reactions, their regulations and sensitivity. 
It includes also a classification of sensation and 
discusses at considerable length the general char- 
acteristics of the excitation process. 

The second part is entitled, “The Problem of 
the Excitation Mechanisms.” Mechanical, thermal, 
luminous, and chemical excitations as they affect 
the physiological processes of the organism are 
discussed. The term, “algic excitation,” is applied 
to stimuli giving painful sensations. 

The third section, entitled “The Basis of Quali- 
tative Appreciation,” discusses the general problem 
of sensory qualities, chromatic sensations, and audi- 
tory, olfactory, and gustatory senses. 

The fourth section is entitled “The Basis of 
Quantitative Appreciation.” This section, which 
goes somewhat further than usual discussion of 
sensory mechanisms, is concerned with spatial con- 
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cepts and temporal aspects. Evaluations of intensity 
and a general discussion of the physiological mech- 
anisms for the appreciation of intensities are in- 
cluded. 

In his conclusion, the author comes to the point 
usually reached by the experimental psychologist 
and physiologist, namely, the question of the under- 
laying neurophysiological mechanisms of human 
behavior. He believes that in time “it will be pos- 
sible to penetrate into the mechanisms that play in 
the network—which as yet appears inextricable—of 
the associative tracts of the human cerebral appara- 
tus.” Much that is known concerning the neu- 
roanatomical substrata of behavior is not discussed, 
but this is as might be expected since the work is 
directed primarily to a study of the sensory func- 
tions. 

The book is well organized and illustrated and 
contains a comprehensive bibliography. It should 
be particularly useful to the psychologist and the 
neurophysiologist and should help to bridge the 
gaps in knowledge that remain between these two 
sciences. 

Grorce N. Tuompson, M.D., 
School of Medicine, 
University of Southern California. 


PsycHIATrY AND Mepictne. By Leslie A. Osborne, 
M. B., B.S., M.D. (New York: McGraw-Hill 
Book Co., Inc., 1952. Price: $7.50.) 


This book stresses the close interdependence be- 
tween medicine and psychiatry. It relates the need 
to learn these subjects con:urrently so that one’s 
knowledge keeps abreast of both at the same time. 
This avoids the mistake in the past, of too much 
emphasis being placed on the physical aspects of 
disease without recognizing the cogent influence of 
emotional factors. 

The text is well written, very elementary in its 
development of the subject matter, with many well- 
chosen practical examples. The author believes in 
learning by doing, and utilizes actual clinical data 
throughout the book to drive home his theories of 
application of psychiatry to the general field of 
medicine. He successfully makes for a more com- 
plete understanding of the patient as a whole human 
being, so that the attitude of the medical student is 
constantly attuned to the ways of the patients’ 
behavior rather than to the strange end result. 

The book is divided into 3 parts. Part One deals 
with theoretical considerations. It starts by ex- 
plaining the nature of symptoms in relationship to 
growth and social awareness. Symptoms develop 
as a rule owing to conflict between the needs of self- 
assertion and interrelationships with family and 
friends. 

Part Two deals with practical application and 
explains the various types of reactions to life ex- 
periences, diagnostic criteria, and nomenclature. 
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The various ancillary fields are given elaborate dis- 
cussion and the section on psycological testing is 
especially well handled. Psychotherapy is ad- 
equately explained in consummate detail, except 
where actual clinical application is faced. Here 
suddenly the author becomes nonspecific and lost in 
abstractions. This may be done purposely, as the 
book is primarily an introduction to psychiatry. 

The author apparently has a prejudiced attitude 
to the shock therapies, and this unfortunately de- 
tracts from the value of his discussion of these 
physical aids. He is so carried away by his theme 
of overemphasis on psychotherapy that he becomes 
somewhat frightened when some other form of 
therapy might likewise prove very effective. His 
very heading of this chapter as “the drastic ther- 
apies” and his use of the quotation from Sophocles, 
“A remedy too strong for the disease,” reveal his 
biased approach. It probably would have been 
more appropriate to have someone more experienced 
in this field write this section. 

Part Three of the book is devoted to mental 
hygiene. It brings out the need for sponsoring 
creativity and spontaneity in early childhood with 
continued emphasis on freedom of self-expression. 
This is an especially excellent section. 

On the whole, this book can be read to great 
advantage by most doctors, medical students, and 
nurses. The theoretical introduction to the better 
understanding of the person as a whole is well done. 
As such it is a good text for freshman students. 

N. K. Ricxtes, M. D., 
Beverly Hills, Calif. 


Orrice Psycutatry. By Louis G. Moench, M.D. 
(Chicago, IIl.: 
1952. Price: $6.00.) 


The author states in his preface that “this book 
is not designed to make a psychiatrist of every 
medical practitioner. It is presented to the general 
practitioner, the non-psychiatric specialist and the 
medical student in the hope that it will increase 
their understanding of the patient as a person, 
thereby extending the range of their usefulness to 
this patient and adding to their own satisfaction.” 

This simple ambitious purpose is fairly well con- 
ceived and fulfilled in this compact, comprehensive 
book. The development of this subject starts practi- 
cally from the very beginning, avoiding a lot of 
unnecessary verbiage. The various types of reac- 
tions are well illustrated in caricature studies that 
bring a delightful touch of lightness to the task of 
psychiatric indoctrination. This innovation could 
be used to advantage in many more of our profound 
erudite textbooks because it does not detract from 
the exposition of facts. It only succeeds in driving 
home the points the author wishes to stress. 

The author cleverly avoids the use of any con- 
troversial concepts or foreign terms. He writes 
easily and convincingly. The sections on psychoso- 
matic medicine and the neuroses are elaborated in 
sufficient detail to introduce them to the reader but 
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hardly enough to give him any real depth in the 
understanding of them. For this, the reader has 
ample bibliography to refer to. Probably the one 
big criticism of the book is that it tends to draw 
conclusions too quickly for the reader. For instance, 
the subject of the obsessive-compulsive neuroses is 
covered in 3 pages with the conclusion that classic 
psychoanalysis is the treatment of choice. What 
does the general practitioner do then with these pa- 
tients, when isolated in a small community where 
analytical help is not available? 

The interview technique is graphically illustrated 
and faulty attitudes are rather forcefully pointed 
out. It is a wholesome exposition that if read 
carefully will prove most helpful toward the real- 
ization of a healthy understanding of the mentally 
ill. 

This book should be a welcome addition to the 
literature in psychiatry for general practitioners. 

N. K. Ricxtes, M. D., 
Beverly Hills, Calif. 


PsycHIATRY IN GENERAL Practice. By C. A. H. 
Watts, M.D., and B. M. Watts, M.B., B.S. 
(Toronto: J. & A. Churchill Ltd., 1952. Price: 
$3.00. ) 


This book, written by a doctor in general practice 
and his wife, covers the entire field of psychiatry in 
228 pages. In these short pages every disease is 
covered including its etiology, symptoms, diagnosis, 
and treatment. In addition, child psychiatry, geriat- 
rics, and preventive psychiatry are also discussed 
and handled completely to the authors’ evident 
satisfaction. Case histories are reviewed, and in 
practically all examples anxiety, phobia, enuresis, 
and mild depression are cured or improved within 
an averaze consultation ti:ne of 3 hours. To quote 
directly from the book, “The average case requires 
about four sessions, each lasting three quarters of 
an hour” (page 15) and “It can be seen from the 
statistics that 56% of all psychiatric cases seen in 
general practice are anxiety states. The treatment 
of these cases is, therefore, the main part of the 
psychiatric problem confronting the general practi- 
tioner and with proper handling most of them re- 
cover or at least improve” (page 14). 

Later as to causation the authors state, “The 
problems of masturbation and puberty were sur- 
prisingly uncommon” (page 19). Practically every 
phase of psychiatry is oversimplified. The confi- 
dence exuded by these naive writers in their 
approach to psychiatric disabilities is reminiscent of 
the sophomoric attitude of the medical student 
toward diagnosis when first permitted to carry a 
stethoscope. Would it were really so—how much 
easier a psychiatrist’s life could be! 

This attitude, which permeates the book, spoils 
what might have been a very desirable effort, as the 
authors have apparently had a vast experience and 
write easily and effectively. 

N. K. Ricxtes, M. D., 
Beverly Hills, Calif. 
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Tue Drawinc-ComptetTion Test: A Projective 
Technique for the Investigation of Personality. 
By G. Marian Klinget. (New York: Grune & 
Stratton, 1952. Price: $6.75.) 


The Drawing-Completion Test is a technique for 
the investigation of personality, using drawings 
obtained by means of presenting to the subject 8 
white squares arranged vertically in 2 rows on a 
black background. Each square contains a small 
graphic element, different from every other square 
and exemplified by such forms as a dot, a small 
black square, a curved dotted line, 2 straight lines 
at right angles but not contiguous, etc. These 
graphic elements serve as a series of formal themes, 
which the subject is asked to develop in his own 
way. The drawings thus produced are then ana- 
lyzed according to a number of criteria, referring to 
both form and content. 

The primary aim of this test is to explore the 
structure of personality in terms of what are often 
called “basic functions,” such as emotion, imagina- 
tion, dynamism, control, reality-function, encoun- 
tered in all human beings but with different in- 
tensity and with different interrelations. This 
structure is not static but changeable in varying 
degrees, and it determines to a large extent the 
individual’s behavior. Consequently, while this 
technique explores the structure of personality, it 
also provides insights into its functioning, whether 
normal or abnormal. 

The diagnostic value of drawings no longer needs 
to be demonstrated. Drawings yield data uniquely 
free from many influences that distort verbal 
comunications. The communication transmitted by 
them is not recognized by the subject and thus 
escapes the vigilance of the mind. However, this 
indirect language is also more difficult to under- 
stand. The diagnostic value of the drawings is 
strictly dependent upon the examiner’s ability to 
translate their specific language into common terms. 
The research underlying the conclusions presented 
by this test was carried out on a group of 383 
“normal” subjects. After careful study about 500 
information items per subject were elicited and used 
as the criteria for establishing the conclusions pre- 
sented. 

The Drawing-Completion Test presents a number 
of qualities that justify its appearance in the 
already rather prolific field of projective techniques. 
It presents to the subject material that is almost 
completely unstructured. The graphic elements are 
simple and few and the subject is given vast pos- 
sibilities for free association and expression. Fur- 
ther, the material used does not threaten the subject 
by the strangeness of its appearance or by its 
emotional implications, but rather appeals to him 
by its simple and neutral character. Another most 
important feature is its practical value in terms of 
time needed for administration, scoring, and inter- 
pretation, as well as for the examiner’s initiation 
into its diagnostic mechanism. The average time 
for all these procedures is less than an hour. 
Specially designed scoring and interpretation sheets 


accompany the test blanks. In general, the Draw- 
ing-Completion Test represents an exciting and 
stimulating contribution to the field of projective 


techniques. 
Hersert Herman, M.D., 
New York City 


Or Gop, THE DeviL, AND THE Jews. By Dagobert D. 
Runes, Ph.D. (New York: Philosophical 
Library, 1952. Price: $3.00.) 


Dr. Runes, an avowed freethinker, and articulate 
writer on philosophical, religious, and historical 
matters, has selected a title in his latest book that 
covers only three of the many subjects treated in 
this provocative collection of 34 philosophical es- 
says. Indeed, they are more like a series of short, 
fiery sermons, written with great fervor, and con- 
taining powerful indictments against most of the 
author’s chief abominations. His main targets are 
those political and religious institutions both past 
and present in whose names have been perpetrated 
some of the most outrageous examples of “man’s 
inhumanity to man.” He supports his thesis with a 
scholarly background of historical data. With bold 
strokes he pierces the sham religiosity and hypoc- 
risy of groups that could condone the slave market, 
the burning of witches, and the massacre of non- 
believers—all in the so-called name of God. 

Although rational, logical, and even iconoclastic 
in his approach, Dr. Runes retains a deeply and 
fundamentally religious core. His concept of God 
appears to be closely akin to that of Hebraic mon- 
otheism. “God, or a substance, or the ultimate, is 
within us, and it is one and it is eternal... . It 
is the atom of our mind. It is thought creative, 
thought freed from encumbrances, thought returned 
to itself... ..” 

The author i is at his best when discussing philos- 
ophy, religion, morality, and ethics. Those readers 
who are not too firmly chained to dogmatism will 
find this material highly stimulating, even disturb- 
ing. Dr. Runes is on less firm ground when he 
speaks forth on other matters. For example, in his 
essay on “Science Off the Tracks” he suggests 

. let us now harness the powers of science” 
without explaining just how this is to be done 
without interfering with freedom of research. He 
takes a very dim view of modern dream interpreta- 
tion and compares it to the activities of Babylonian 
priests. Sexuality is considered as being primarily 
glandular. He vehemently condemns the keeping 
of pets “so long as there is a suffering waif starv- 
ing in this better world... . 

Although the strength of the collection is per- 
haps diluted by such digressions, most of the essays 
represent a vigorous and fearless attack on the 
moral failures of some of our most respectable in- 
stitutions as seen in historical perspective. The 
reader who approaches this work in a thoughtful 
mood cannot fail to be moved by this challenging 
and humanitarian writer. 

ZicMonp M. Lesensoun, M.D., 
Washington, D. C. 
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New G&S books for the PSYCHIATRIST 


Just Released — Volume VIII 


PROGRESS IN NEUROLOGY AND PSYCHIATRY 


Edited by E. A. SPIEGEL, M.D., Professor and Head of the Department of Experi- 
mental Neurology, Temple University School of Medicine, Philadelphia 

Another volume in the annual series which has now become established as an indis- 
pensable guide. As before, Volume VIII contains a thorough, selective review of the 
major work in the past year. 

The American Journal of Psychiatry has written as follows about Volume VII: “This 
volume, like its predecessors, will prove a mine of stimulating information to the casual 
but informed reader and a needed, useful reference work for those active in clinical and 
research projects.” 600 pages, $10.00 


Hoch and Zubin: DEPRESSION 

Edited by PAUL H. HOCH, M.D., and JOSEPH ZUBIN, Ph.D., New York State Psychiatric 

Institute 
Volume VIII in the symposia of the American Psychopathological Association, this book contains 20 papers 
and discussions on various aspects of the problem, ranging from somatic treatment, to diagnosis, to par- 
ticular problems associated with depression. The original and stimulating thought to be found in these 
contributions will add immeasurably to the understanding of this major psychiatric problem. 

About 300 pages, about $5.50 


Oberndorf: A HISTORY OF PSYCHOANALYSIS IN AMERICA 
By CLARENCE P. OBERNDORF, M.D., Columbia University 


Written with the vitality of history lived, drawn from the intimate experience of significant events, this 
absorbing, detailed record traces American psychoanalysis from inception to present status, providing in- 
valuable background for every psychiatrist. 288 pages, $5.00 


Wortis: BASIC PROBLEMS IN PSYCHIATRY 

Edited by JOSEPH WORTIS, M.D., Jewish Hospital of Brooklyn 
In this volume, Dr. Wortis has invited six outstanding spokesmen for distinctive viewpoints te discuss, in 
the light of their varied and rich experience, a number of basic concepts and approaches to the increasingly 
more complicated problems of psychotherapeutic practice. Among the contributors are Drs. Benjamin Pasa- 
manick, W. Horsley Gantt, and Paul H. Hoch. 192 pages, $4.50 


Rubinstein: THE STUDY OF THE BRAIN 
By H. S. RUBINSTEIN, M.D,, Ph.D., Attending Physician, Neurology and Psychiatry, U. S. 
Army Hospital, Aberdeen Proving Grounds, Maryland; Sinai Hospital, Baltimore. 


One of the most practical texts on neuroanatomy ever to be published, this book departs from the usual 
method of presenting the subject in that all the material is woven around the dissection of the human brain. 
From the first chapter on total dissection, the reader is able to proceed to the individual parts and still keep 
in mind their relation to each other and the whole. 224 pages, 137 illustrations, $9.50 


Spiegel 
Hoch, Zubin 
Oberndorf 


Rubinstein 


O) Check enclosed 0) Charge my account 
381 Fourth Avenue New York 16, N.Y. 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 


Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our ee concerns. May we have 
an opportunity to discuss your printing need 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg., 4th & Walnut St. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
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McGraw-Hill Mec GRAW-HI 


32 Significant texts 


for the practitioner and psychologist 


¥ 


Health Services for the Child 


By Edward R. Schlesinger. In preparation for November publication. 400 pages, 
6 x 9. Probable price: $7.50 


Recognizing the importance of preventive mental health knowledge in the 
organization of child health agencies, this volume presents an interpretation 
of the principles and techniques involved in the great variety of pediatric 
community health services available today. 


WwW 


Psychiatry and Medicine 
By Leslie A. Osborn, Ph. D. 450 pages, 6 x 9. $7.50 


This text in personalized medicine is a unique integration of the principles 
of preventive psychiatry with the practice of medicine. Numerous histories 
from the author's own practice stress the fact that the patient, not the disease, 
is of utmost importance. 


iva 


Psychoanalytic Theories of Personality 
By Gerald S. Blum. 219 pages, 6 x 9. $3.75 


A treatment of various psychoanalytic theories from a scientific research 
standpoint, this comprehensive study includes brief résumés of existing ex- 
perimental data, a consideration of logical inconsistencies and semantic con- 
fusions, and comparisons of overlapping views. 


° 
° 


Order from McGRAW-HILL BOOK COMPANY, INC. 
your favorite 330 West 42nd Street + New York 36, N.Y 
medical HEALTH EDUCATION DIVISION 


WwW 


book dealer Please send me the books checked below for 30 days’ examination on approval: 


or write 1 Osborn Blum 
direct to: 


Name 


Street City 
Cash enclosed (postpaid) [] 
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8-lh. SELF-POWERED 
BATTERY RECORDER 


specially designed 
for the psychiatrist 
to meet his every need 


The self-powered Walkie-Recordall permits you to make undetected, 
unsupervised recordings automatically — anytime, anyplace — in or 
out of the office — while walking, riding or flying — without connect- 
ing to electric socket. The miniature Walkie-Recordall weighs only 
8 lbs., including self-contained standard batteries. Provision available 
also for operation from 110 v A.C. May be had with Miles Standard 
Briefcase. Walkie-Recordall picks up and records consultations, 
lectures, diagnosis and interviews in or out of closed briefcase. These 
undetected recordings insure an uninhibited response. 


Sensitivity Range -- 60 ft. radius 


Walkie-Recordall picks up and records within a 60-ft. radius. The 
Automatic Voice Equalizer assures equal voice volume within the 
sensitivity range. 


Voice Activated ‘‘Self-Start-Stop’’ Eliminates Supervision 


Using this contrvl, recording is automatically and instantly started 
~~ upon the activation of voice vibrations and stops, automatically, 
within 6 seconds after voice ceases. The recording of silent periods 
is completely eliminated. This feature is particularly desirable when 
gathering additional information from patients when left unattended, 
insuring uninhibited response through self-expression. 


Case History Simplification 


A single Sonaband, the compact, easy-to-file recording medium, has 
a recording capacity of 8 hours on both sides. Recordings, which 
may be accumulated at intervals, are indexed, permanent and un- 
alterable. A case history file may be compiled of Sonabands at a cost 
of only 3¢ per hour. Using Walkie-Recordall, time consuming and 
expensive transcriptions may be completely eliminated by direct 
reference to Sonabands. The unique indexing arrangement permits 
immediate playback of any portion of previously recorded text. 


Telephone Recordings 


When using Miles Telemike, Walkie-Recordall will record two-way 
telephone conversation. 


WALKIE-RECORDALL — a product of 29 years of research 


For literature and price list write Dept. JP-4 


MILES REPRODUCER COMPANY, INC. 


812 BROADWAY «+ NEW YORK 3, N. Y. ¢ SPring 7-7670 
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DIRECTORY 


of 


PRIVATE MENTAL HOSPITALS, 
SANITARIUMS AND 
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for emotionally disturbed children .. . 


THE ANN ARBOR SCHOOL 


. . . is a private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 
. . . providing intensive individual psychotherapy in a 
residential setting. 


A. H. KAMBLY, M.D. 411 FIRST NATIONAL BLDG. 
Director Ann Arbor, Michigan 


For children with emotional and behavior problems: 


THE SOUTHARD SCHOOL 
of 


The Menninger Foundation 


Intensive individual psychotherapy in a residential school 


Outpatient psychiatric and neurologic evaluation and treat- 
ment for children up to 18 years of age is also available. 


J. Cotter Hirschberg, M.D., Director |Topeka, Kansas, Telephone 3-6494 


Twenty minutes from Times Square, Brooklyn and Bronzr 


River Crest Sanitarium 


Ditmars Blvd. and Kindred Street, Astoria, L. I., New York City 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 


Landscaped twelve-acre Park. Thorough study Also the 


and treatment. Competent Medical Staff. Mod- My 
ern and completely equipped. Full cooperation Belle Mead Sanatorium 


i i : Belle Mead, N. J. 
Modern - Attractive - Proper Classification - 


LOWER RATES. 
MASON PITMAN, M.D., Medical Director 
San. Phone—Belle Mead (N. J.) 21 
Phone N. Y. City Phone 
AStoria 8-0820 AStoria 8-0820 


JOHN C. KINDRED, M.D., Consultant 
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THE 
BROWN SCHOOLS} 
For Exceptional Children 


YEAR-ROUND SCHOOL © SUMMER CAMP PROGRAM 
SEVEN RESIDENCE CENTERS 


Exclusive private school offering a specialized program of edu- 
cation and re-education for children With educational and emo- 
tional difficulties. Members of the allied professions are invited 
to write for descriptive literature and to confer with our 
experienced staff in individual cases. 


@ Suburban and Ranch Locations 
@ Ideal Year-Round Climate ® Academic Instruction 
@ Handicraft Classes @ Home for Older Girls 
@ Resident Registered Nurses 


BERT P. BROWN, F.A.A.M.D., President 
LYNDON L. BROWN, Vice President ‘en haven 
PAUL L. WHITE, M.D., F.A.C.P., Medical Director \""=m 
M. D. HEATLY, M.D., F.A.C.S., Resident Physician recs 
JESSE VILLAREAL, Ph. D., Speech Pathologist 
JEAN GIESEY MIMS, M.A., Clinical Psychologist 


Write to NOVA LEE DEARING, Registrar 


P.O. Box 4008-D 
AUSTIN, TEXAS 


Interviews arranged with the Consulting 
Staff at the School or in the Home 
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WINNETKA, 


Established 1901 
Licensed by State of Illinois 


North Shore Health Resort 


on the shores of Lake Michigan 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


SAMUEL LIEBMAN, M.5S., M.D. 


ILLINOIS 


Fully Approved by the 
American College of Surgeons 


Medical Director 


225 Sheridan Road 


Winnetka 6-0211 


ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and recrea- 
tional activities directed by trained 
personnel. 


Owen C. Crark, M.D. 
Medical Director 


CuHarLes H. Frasier, M. D. 
Grorce H. Lourman, M.D. 


CATHERINE A. ROSENBERG, R. N. 
Director of Nurses 


BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 = 


Located in the hills of Essex County, 
30 miles north of Boston 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alcohol- 
ism and drug addiction. 


Psychotherapy is the basis of treat- 
ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated ; sleep treatment for withdrawal 
of narcotics. 


Occupation under a trained therapist, 
diversions and outdoor activities. 


G. M. Scuiomer, M.D., 
Medical Director 
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What the Doctor wants to know 
about a private psychiatric hospital: 


“Will the patient get the care 
the doctor expects?” 


This is the question that most concerns the doc- 
tor called upon to recommend the right place 
for the patient requiring psychiatric care. Hall- 
Brooke welcomes the doctor who wants to see 
for himself that this hospital believes in active 
treatment rather than mere custody. A _ per- 
sonal visit is easily arranged since Hall-Brooke 
is only an hour from New York or Westchester. 


“How good is the medical staff?” 


The staff is the measure of the hospital. It 
should have a high professional standing; be 
large enough to provide the 24-hour coverage 
and close individual attention the doctor wants 
for his patient. Hall-Brooke’s staff includes 
Diplomates of the American Board of Psychia- 
try and Neurology; a doctor of internal medi- 
cine, and an associate physician. Consultants in 
most specialties are nearby. Nursing coverage 
is provided by 8 Registered Nurses and 21 
trained attendants. In all, 60 Hall-Brooke 
people care for a maximum of 70 patients. 


“What are ihe medical facilities?” 


The size of an establishment is important. Hall- 
Brooke is big enough, with separate buildings 
set in 120 acres, to provide proper segregation— 
according to illness, age, and sex—of acute 
psychoses; psychoneurotic and personality dis- 
orders; alcohol and drug addiction; and geri- 
atric patients. Hall-Brooke is licensed by the 
Bureau of Mental Hygiene, Department of 
Health, State of Connecticut. Both analytical 
and dynamically-oriented psychotherapy are 
used; trained teams, working with the latest 
equipment, administer electro-coma and insulin 
treatment—both full shock and sub-coma. 


Hall-Brooke 


“Is the patient's time 


well-organized?” 


The right kind of care includes keeping the 
patient occupied to the limit of individual 
capability. At Hall-Brooke, planned activity 
supplants guarded idleness. A whole building 
is devoted to occupational therapy including 
modern facilities for work in ceramics, metal- 
work, weaving, leathercraft, painting, sewing, 
and music. The most important equipment is 
the helpful interest of the staff in the individual 
patient. The same spirit shows in the guided 
recreation on the athletic field, tennis court, 
putting green; in the trips to the beach and 
drives through the country; the movie shows 
and theatre parties. 


“What ts the hospital’s relationship 


with the doctor?” 


Ethical relationships with the referring physi- 
cian are maintained at Hall-Brooke. Progress 
reports on his patient are made weekly or 
oftener. Physician’s privileges are extended. 
As a “therapy hospital,” Hall-Brooke tries to 
help the patient get well, and to restore the 
patient to the care of the referring physician. 


“Ts the establishment well run?” 


The general impression of the doctor visiting 
Hall-Brooke is one of confidence in an estab- 
lishment more than a half century old. In the 
underlying attitude of competence and con- 
sideration visible in the manner of the staff, the 
well-kept grounds, the tasteful and comfortable 
furnishings, the high standards of housekeeping 
and cuisine, the many small amenities of nor- 
mal living. And in the decent, realistic rates 
for the wide variety of accommodations. 


GREENS FARMS, Box 31, Connecticut, Westport 2-5105 ° New York: ENterprise 6970 


Georce K. Pratt, M.D., F.A.P.A., Medical Director 


Mrs. Hewe F. Jonges-BeRNARD, Administrator 
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HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants for psychosomatic studies; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. 
Chief Consultant in Psychotherapy 


RutH Fox, M.D., Associate Consultant 


STEPHEN P. JEWETT, M.D. 
Chief Consultant in Clinical Psychiatry 


L. CLovis H1rRn1inG, M.D., Associate Consultant 


Attending Psychiatrists: StEPHEN W. KEMpstTeR, M.D.; MERVYN SCHACHT, M.D. 


Associate Psychiatrists: LEoNaARD C. FRANK, M.D.; Sytvia L. GENNiIs, M.D.; LeonarRD GoLp, M.D., 
F.A.P.A.; DANIEL L. GOLDSTEIN, M.D., F.A.P.A.; Stmon H. NAGLER, M.D. 


Psychologists: LEATRICE StyrRT SCHACHT, M.A.; ALBERT L. SoBoL, PH.D. 


Consulting Staff: Neurology, KENNETH M. GANG, M.D.; Gynecology, H. HARoLp GiB, M.D., F.A.C.S.; 
Surgery, FRANK T. Massucco, M.D., F.A.C.S.; Internal Medicine, NATHANIEL J. SCHWARTZ, M.D., 
F.A.C.P.; ARNOLD J. RopMAN, M.D., F.C.C.P.; Dentistry, IrvinG J. GRALNICK, D.D.S. 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 
Medical Director 


PHILIP J. CUNNANE, M. D. 
Director 


HELEN RISLOW BURNS, 
Assistant Medical Director 


‘ 


Established in 1915 
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An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 


EST. 1898 


RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 


THE CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 10, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 
Accessible to U.S. 70 (the 


Bristol Highway). 53% acres of wooded land and rolling fields. Equipment new and modern, including the 
latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupa- 


Located on the Raleigh-La Grange Road, five miles east of the city limits. 


tional and recreational therapy under the supervision of a trained therapist. An adequate nursing person- 


nel gives individual attention to each patient. 
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WESTBROOK SANATORIUM 


ESTABLISHED 1911 


idicti 
P. O. Box 1514 


Tel. 5-6181 


cA private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 
ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 
ment procedures—electro shock, in- Medical Director 

li hotherapy, occupational and JOHN R. SAUNDERS, M.D. 
recreational therapy—for nervous and THOMAS F. COATES, MD. 
mental disorders and probl of Associate 


Brochure of Views of our 125-Acre Estate 


R. H. CRYTZER, Administrator 


RICHMOND, VIRGINIA Phone 5-3245 


Sent on Request 


ON THE KRATZVILLE ROAD 
EVANSVILLE INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL 
DISORDERS, ALCOHOLISM AND DRUG ADDICTION. SEPARATE BUILDINGS FOR 
DISTURBED AND CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUND. 

Hydrotherapy + Clinical Laboratory « EKG and BMR Equipment 
Stereoscopic X-Ray * Equipped for Surgery + Electroencephalograph 
ALBERT J. CREVELLO, M. D. 

Diplomate, American Board of Psychiatry and Neurology, Inc. 


Medical Director 


The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 


chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
N.Y.C. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formecty Director of the Seguin School 
Catherine Allen Brett, M.A. 
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SANITARIUM 


Wauwatosa, Wisconsin 


(Chicago Office—1509 Marshall Field Annex Bldg. 
28 East Washington St.—Wednesdays, 1-3 P. M. 
Phone—Central 6-1162) 


WS 


Maintaining the highest standards 


since 1884, the Milwaukee Sanitarium 
Joser A. Kinpwatt, M. D. 
Carrot. W. Oscoop, M.D. continues to stand for all that is best 
T. Krapwe cr, M. D. 
Benjamin A, Ruskin, M.D. in the contemporary care and treat- 
Lewis Danzicer, M. D. : 
Russet C. Morrison, M. D. ment of nervous disorders. Photo- 
James Aston, M. D. 

graphs and particulars sent on request. 


W. Buss, Executive Director 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 


OO 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental 
disorders, including alcoholism and addiction. 


JAMES P. Kine, M. D. 
Director 


JAMES K. Morrow, M.D. DANIEL D. Cuties, M. D. 
THOMAS E. PAINTER, M. D. Davip M. Wayne, M. D.* 


JAMES L. Cuitwoop, M.D. 
Medical Consultant 


* Director, Bluefield, Va., Office 518 Virginia Street, Phone 4260. 
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HIGHLAND HOSPITAL, INC. 


Founded in 1904 Asheville, North Carolina 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational and recreational therapy— 
for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 


Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 


CHESTNUT LODGE 


MEDICAL DIRECTOR—DExtTer M. BuLLarp, M.D. 


CONSULTANT IN PSYCHOTHERAPY CLINICAL DIRECTOR 
FrRIEDA FROMM-REICHMANN, M.D. Marvin L. ADLAND, M. D. 
CLINICAL ADMINISTRATORS 
Georce H. Preston, M.D. Rosert W. Gisson, 
CLINICAL PSYCHOLOGIST INTERNISTS 
MarGaret J. Riocu, Pu. D. WILLIAM W. WELsH, M.D. 
CoRINNE Cooper, M.D. 
ASSOCIATES 
DonaLp L. BurRNHAM, M.D. JosEPH W. Coxe, M.D. JOHN P. Fort, M.D. 
Mitton G. M.D. HELENA Retna, M.D. NorMAN C. Rintz, M.D. 
CLARENCE G. ScHuLz, M.D. Haroip F. SEARLEs, M. D. Mary J. Wuire, M.D. 


Ortro A. WiLL, M. D. 
CONSULTANT IN GERIATRICS—Epwarp J. Stiecuitz, M. D. 


ROCKVILLE MARYLAND 


HARWORTH HOSPITAL 


531 E. Grand Blvd., Detroit 7, Mich. Phone WA 37319 
A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Medical Director 
FRED. SWARTZ, M.D. MARGARET BIAMA, M.D. WERNER SCHMIDT, M.D. 


Separate buildings for nervous and emotional disorders. 
Registered with American Medical Association and American Hospital Association. 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


: Located 20 miles f New 
OSCAR ROZETT, M.D., Medical Director g 


MISS MARY R. CLASS, R.N., Director of Nurses 


MR. T. P. PROUT, JR., President The Institutional Atmosphere 
Is Eliminated, Yet All of 
the Hospital Facilities Are 


INSULIN THERAPY THERAPY anagement of Pro 


Neuropsychiatry. 
PSYCHOTHERAPY DIETETICS wes 
PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


KEEP AND PROTECT 
YOUR JOURNALS 

IN THIS NEW 
VOLUME FILE CASE 


ATTRACTIVE 


INEXPENSIVE 
SERVICEABLE 


$2.00 each: 3 for $5.00 


ORDER DIRECT FROM 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, N. Y. 
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ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (one-half the regular rate) for the 
AMERICAN JOURNAL OF PSYCHIATRY 
has been authorized to include medical stu- 
dents; junior and senior internes; first, sec- 
ond, and third year residents in training; 
and graduate students in psychology, psy- 
chiatric nursing, and psychiatric social work. 


In placing your order, please indicate 
issue with which subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 


1270 AVENUE OF THE AMERICAS 


New York 20, New York 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Con- 
sultants in all specialties. 


BENJAMIN Simon, 
Director 


CuHares E. Wuite, M.D. 
Assistant Director 


Arlington Heights, 
Massachusetts 
ARlington 5-0081 


Francis W. 
Executive Secretary 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 


1270 AVENUE OF THE AMERICAS, Room 310 
New York 20, NEw YorkK 

Enclosed herewith is $.............. for one year’s subscription to the AMERICAN 
JOURNAL OF PSYCHIATRY beginning with Volume ......... i 

Print 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra (New Volume began 


July 1953) 
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“THE ULTIMATE GOAL Is. 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education are care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


William L. Noe, Jr., M. D., Director of Medical Services 
Eugene B. Spitz, M. D., Neuro-Surgery Consultant 


PSYCHOLOGICAL STAFF 
Frank P. Bakes, Ph. D., Attending Consultant in Speech 
Ruth M. Strang, Ph. D., Attending Consultant in Reading 


Edward L. Johnstone, 
President 
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THE WooDs SCHOOLS 


A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 


‘ 
SS 

bor 

Lesli: K. Angus, M.D., Divector of Psychiatric Services 
and the Child Research Clinic ee 
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MEDICAL STAFF 


OF PENNSYLVANIA 


Ruth E. Bully, 


“Robert Sant, 


Josey J. Peters, 
Calvin F. Settings, 
Albert Tetzian, M.D. 


PSYCHOLOGICAL STAFF 


OF PENNSYLVANIA 
Milton Bretten, Ph.D. 

A. 
Michael 8. Dune, A.&. 
Robert G. AM, 
Eéwerd L. Freceh, 8.0, 
Maryzerite 8. Hern, AM, 


R. Kisiser, Ph.D. 


Mary J. Pasting, AM. 


dack Shelley, 


“PROFESSIONAL STAFF, 


THz DEVEREUX 
RANCH 
CALIFORNIA 


Richard H. Lambert, 1.8. 


| “What Do We Do 
Ni ex Doctor? 


to you from parents of 
advanced adolescents, — 


HE who is unable with 


the problems of college or prep school 


life mny find that the Devereux professional - 


staff helps him adjust to gronp living and 
develop the social poise, stability, and con- 
fidence necessary for a successful career. 


is in need of an interim period of social ad- 


justment, you will find the Devereux staff 


pleased to study the case carefully and offer 
a detailed report on the possibility of utiliz- 
ing the Devereux program of education with 


therapy. 


Please eddress yuur inquiries 
Joun M. Registrar, Devon, Pa. 


Cil#ForD Scott, M.D., Executive Director 


HELENA T. Devereux, Director 


“SANTA BARBARA. CALIFORNIA - * DEVON, PENNSYLVANIA 


ais 
Robert Deverean, 8.0. 


